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HE Library of the American College of Sur- 
geons, as part of its service to the Committee 
on the Treatment of Malignant Diseases, has 
prepared at frequent intervals since 1924 compre- 
hensive abstracts of the literature dealing with 
various types of malignancy. In addition there 
has been an accumulation of large numbers of re- 
prints of literature of this sort. It seemed desirable 
to make this extensive material available to work- 
ers in these fields in the form of summaries dealing 
with specific types of malignancy. This paper is 
such a summary of the literature on cancer of the 
breast prepared for the Committee and covering 
roughly a period of ten years. 
ETIOLOGY 

Incidence. The incidence of cancer of the breast 
is shown in Table I, derived from the Mortality 
Statistics of the Report of the Bureau of the Cen- 
sus for 1927. 

It should be noted that the morbidity increases 
steadily with age, and that there is an increasing 
incidence of the disease with each decade. 

Schreiner and Stenstrom, among 5,080 cases of 
malignant disease at the Hospital of the New 
York State Cancer Institute at Buffalo, found 563 
cases of cancer of the breast, which constituted 
11.08 per cent of the total number. Wood, in a 
statistical study in Pennsylvania, found that can- 
cer of the breast accounted for 8 per cent of all 
cancer deaths. He stated that cancer of the breast 
is increasing at the rate of 3 per cent annually. 

Age incidence. Table II groups together sev- 
eral series of cases to show the age incidence of 
cancer of the breast. Although some authors em- 


ploy decades such as from twenty-one to thirty 
years while others employ decades such as from 
twenty to twenty-nine years, and although in 
some series the age at the time of operation is 
given rather than the age at the time of onset of 
the condition, the table is accurate for all practical 
purposes. It is common experience that the maxi- 
mum incidence of cancer of the breast lies be- 
tween the ages of forty and fifty years. The aver- 
age age incidence is between forty-seven and 
fifty-three years, and according to the majority 
of reports it is between forty-seven and _ fifty 
years. 

Meier stated that the Swiss age incidence peak 
is from two to three years later than the age inci- 
dence peak in other German-speaking countries. 
Wainwright, in a comprehensive survey, found 
the American average age at the time of operation 
to be fifty-two and nine-tenths years, which is 
in contrast to the mean age of fifty-one and 
four-tenths years in Lane-Claypon’s British se- 
ries of cases. 

Cases occurring before the age of twenty years 
are very rare and therefore are usually reported in 
the literature. Krauss and Kline quoted the Cen- 
sus Report as showing 85 deaths in the cases of 
women under twenty years in a twenty-five year 
period. Simpson found only 10 cases under the 
age of twenty-five years in 14,000 cases in a census 
report. Bloodgood stated that in 3.9 per cent of 
cases of malignant breast tumors the patients first 
noted a lump before the age of thirty. Wood 
stated that in the 1927 death returns for Penn- 
sylvania the deaths from cancer of the breast un- 
der the thirty-fifth year of age constituted 4.4 per 
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cent of all deaths from cancer of the breast, and 
those occurring before the forty-fifth year con- 
stituted 17.7 per cent of all deaths. 

Sex incidence. There is involvement of the male 
breast in about 1 per cent of all cases. In sum- 
ming up numerous series of cases in which specific 
mention of cases of cancer of the male breast was 
made, we found that of 8,354 cases, 70 occurred in 
males. Speed gave an excellent review of the sub- 
ject of cancer of the male breast. Judd and Morse 
reported a series of 17 cases in males. Data are 
not available to warrant a definite statement as to 
the age incidence in males, but there is an impres- 
sion that the average age is greater than in females. 
There is also an impression that the ratio of inci- 
dence of sarcoma to carcinoma is greater in males 
than in females. 

Race and nationality. Wood, in his Pennsylvania 
study, found 52 deaths from cancer of the breast 
per 100,000 white women over thirty-five years of 
age as contrasted with 26 deaths per 100,000 col- 
ored women over that age. Wainwright, analyzing 
his group of 608 cases, found that 81 per cent of 
the patients were born in the United States, against 
64.2 per cent of his control group. He concluded 
that ‘‘we must not consider the large number of 
women of European birth or parentage a factor in 
increasing cancer morbidity.” Simpson stated that 
cancer of the breast is second in frequency in Eng- 
lish women, while it is next to the last in Japanese 
women. Meade reported a small series of cases from 
the Peking Union Medical College Hospital. He 
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pointed out that the ratio between the cases of 
malignant disease of the breast and the total ad- 
missions ran considerably higher than at an 
American general hospital. 

Family history for cancer. Practically all of 
the authors reporting give some place to heredity 
in the etiology of cancer of the breast. Lane- 
Claypon stated, “The percentages of cancer in 
parents are consistently somewhat higher than in 
the control series, but the differences are moder- 
ate in degree.” Wainwright’s own series led him 
to the same conclusion. He included in his own 
series the study of the incidence of cancer in the 
brothers and sisters, and found it definitely higher 
in his cancer series than in his controls. 

Howard Taylor, Jr., pointed out the desirability 
of specifying the kind of cancer present in the 
family history. He said, “It is impossible to be- 
lieve that a history of squamous carcinoma of the 
tongue in the grandfather of a woman with cancer 
of the breast is of any importance. A history of 
carcinoma of the endometrium, of a fibro-adenoma 
of the breast, or even of a myoma of the uterus is 
possibly of significance, while a previous case vo! 
cancer of the breast in the family is probably 
worthy of serious consideration.” 

Trauma. Practically all authors include trauma 
as of some etiological significance in the disease. 
The incidence of antecedent trauma varies from 
about 5 to 25 per cent. Moschcowitz et al. ob- 
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served that in 12 cases the average time elapsed 
between noted trauma and the onset of the disease 
was eight months. Howard Taylor, Jr. presented a 
table showing the elapsed time from trauma to the 
onset of the tumor in his series of 271 benign and 
malignant breast tumors. 

Relation of cancer to chronic cystic mastitis. 
Much has been written in regard to chronic cys- 
tic mastitis and its relationship to cancer of the 
breast. Bloodgood has repeatedly presented care- 
ful histological studies of the various benign 
breast conditions with a discussion of their etio- 
logical relationship to cancer. His conclusion that 
cancer only rarely, if at all, develops in breasts 
presenting a single large cyst, but that it may be 
associated with the diffuse type of the disease is 
shared with reservations by most writers on the 
subject. McFarland made a beautiful histological 
study of normal breasts and arrived at the conclu- 
sion that “chronic cystic mastitis” is a type of 
post-lactational involution present in about 25 per 
cent of all post-lactation breasts. He called the 
condition ‘‘residual lactation acini.” Heis unable to 
establish any etiological relationship of this condi- 
tion to cancer. He allowed for the possibility of 
the disease in women in whom no previous preg- 
nancy had taken place in saying,“‘Local disturb- 
ances sometimes arouse the mammary tissue to 
develop large lobules like those of pregnancy, as 
in the surroundings of the benign encapsulated 
tissues studied with Bloodgood.” 

The rdle of stasis and faulty breast drainage has 
received considerable attention. Adair and Bagg 
concluded that stasis is very significant in giving 
rise to proliferative changes and subsequent can- 
cer. They based their conclusions on some sug- 
gestive experimental observations on duct stasis 
in mice reported in detail by Bagg. Wainwright, 
in studies of sections of the whole breast by the 
technique of Cheatle, demonstrated the relation 
of cancer to stasis. Davis quoted Ewing as stating 
that precancerous or cancerous changes are de- 
monstrable in 50 per cent of breasts with chron- 
ic cystic mastitis. Howard Taylor, Jr. quoted 
MacCarty as stating that chronic mastitis was 
present in all of 1,000 cases of cancer of the breast. 

Bloodgood’s opinion in regard to the benig- 
nancy of the single “blue-domed” cyst has been 
mentioned. Adams stated that the incidence of 
cancer in these cases is about 2 per cent. Wain- 
wright demonstrated that cancer can develop in 
relation to a single blue-domed cyst. 

Howard Taylor, Jr. presented a most stimulat- 
ing etiological analysis of benign and malignant 
breast conditions in which he advanced the thesis 
that these conditions develop in response to ab- 
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normalities in sexual endocrine factors. He then 
took up the various theories in regard to the na- 
ture and cause of chronic cystic mastitis and other 
breast conditions, giving a rather careful survey 
of the literature. Rodman also subscribed to the 
belief that the etiological factor is hormonal. 
Semb, in a careful statistical study, came to the 
same conclusion. 

Relation of cancer to pregnancy and lactation. 
In defending the thesis of the hormonal origin of 
breast tumors, the writers cited, especially Tay- 
lor and Semb, made careful analyses of their series 
in respect to previous pregnancy and lactation. 
Taylor quoted Lane-Claypon to the effect that 
18.3 per cent of 14,419 women with cancer of the 
breast were single as compared with 11 per cent 
of non-cancerous women. His own series showed 
also that among married women with cancer fer- 
tility was considerably lower than among con- 
trols. Semb’s figures confirmed these findings al- 
though his series of cases was small. Of 135 cases 
reviewed by Semb, the cancer developed before 
the menopause in 59 and after the menopause in 
76. The average age in these cases was fifty years. 
Thirty-eight and nine-tenths per cent of the wom- 
en were nullipare, as compared with 28 per cent 
of “normal” women of the same age; 36.4 per cent 
were unmarried, as compared with 21 per cent of 
“normal” women of the same age; and 16.5 per 
cent had a sterile marriage, as compared with 8 per 
cent of “normal” women of the same age. The 
average number of children per mother was 3.85 
whereas the average number for ‘“‘normal’’ women 
of the same age is from 5 to 5.75. Of a series of 57 
cases, abortion occurred in 7 (12.28 per cent). In 
86 of 94 cases there was normal lactation; in 5, 
partial lactation; and in 3, no lactation. Of a 
series of 115 cases, a history of mastitis was given 
in 18 or 19 (15.6 per cent), and of a series of 139 
cases, a history of trauma in 23 (16.5 per cent). 

These figures receive some confirmation from 
the data presented by Wood. The 1927 Penn- 
sylvania death rate from cancer of the breast 
among single women over thirty-five years of age 
was 109 per 100,000, while among married women 
over thirty-five years of age it was 44 per 100,000. 
Semb divided his cases of cancer on histological 
grounds into 2 groups, those with and those with- 
out evidence of “‘fibro-adenomatosis cystica” (pre- 
sumably chronic cystic mastitis). The first group 
was characterized by a low average age (before the 
menopause), a high incidence of unmarried and 
sterile women, and low fecundity. As these fac- 
tors were the same for chronic cystic mastitis as 
for cancer associated with it, Semb concluded that 
the cancer originated on the basis of the chronic 
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cystic mastitis. The second group was character- 
ized by a higher age (after the menopause) and 
fecundity higher than normal. The cases of the 
first group outnumbered those of the second and 
thus gave the statistical complexion to the whole 
series. 

It is impossible to give a brief resumé of Taylor’s 
paper. The statistics of the series are less valuable 
than the plan of approach and the provocative 
character of the thesis. 

Other series of case reports usually include data 
as to marriage, etc., but controls are usually lacking 
and the material is accordingly less convincing. 
Of 200 women with cancer of the breast whose 
cases were reviewed by Adair and Bagg, 74 were 
childless. The remaining 126 had had 286 children 
and 172 miscarriages. The miscarriages were all 
accounted for by 62 of the patients. Only 8.5 per 
cent of the entire series had apparently normal 
nursing histories. 

It is evident that the unused breast is especially 
liable to be the seat of cancer. Taylor argued that 
failure to nurse was usually due to lack of ade- 
quate secretion of milk, that is, to constitutional 
factors. The difficulty is that these data support 
as well the idea that defective drainage is the sig- 
nificant factor. It is not necessary to declare for 
one theory to the exclusion of the other; in fact, 
there is some ground for supposing that the two 
conditions probably act together, faulty drainage 
precipitating cancer development in a tissue sen- 
sitized by endocrine disturbances. 

Relation of cancer to other diseases of the breast. 
Taylor included adenofibroma in his general dis- 
cussion on etiology. Semb was inclined to attrib- 
ute some réle in cancer causation to nursing acci- 
dents such as mastitis and abscess. Wainwright 
discussed the réle of lactation mastitis. Smith and 
Bartlett found 4 women in a series of 234 who pre- 
viously had had breast abscess. There is a rather 
general opinion that fibro-adenomata may under- 
go later malignant change, usually sarcomatous. 
Bloodgood gave data on diverse other breast con- 
ditions and their relation to cancer. Intracana- 
licular papillary cystadenomata were studied by 
Judd, who found cancer present in 11 of 32 cases. 


SYMPTOMS 


There have been no new data on symptoms. 
The average pre-operative duration of symptoms 
gives some indication of the rate of growth of the 
disease and of the effectiveness of propaganda ef- 
forts. Similarly, the ratio of incidence of benign to 
malignant breast conditions bears on the results 
of propaganda. Bloodgood found encouragement 
in data he presented on these points. Before 1900, 





85 per cent of his breast tumors were cancers, 
whereas today the corresponding percentage is 
only 25. Primrose gave the following table: 


Prior to 1912 1912-1922 
Time of operation after onset Per cent Per cent 
WVAIEEY BOQUAR Ss co yc ooo ca aioe | Jae 76.8 
Within 6 months................3. 35-4 53.6 
MUS BARONUES 6 os an senes 3280 19 37-5 
RV REED SO RPIINNS 5 oi os ss se ke wes 8.4 27 


The average pre-operative duration in various 
series of cases ranged from nine to eighteen 
months. Many authors agreed with Bloodgood 
and Primrose that patients are reporting earlier, 
that the operability of cancer is increasing, and 
that the ratio of benign to malignant conditions 
shows some increase. 


SIGNS 


No new diagnostic signs have appeared within 
the last ten years. Bloodgood listed the significant 
signs in addition to a palpable tumor as dimpling, 
retraction of the nipple, and atrophy of the sub- 
cutaneous fat overlying the tumor. Of chief in- 
terest has been the attempt to evaluate the sig- 
nificance of discharge from the nipple. In this 
connection Bloodgood stated that a serous dis- 
charge from the nipple without a palpable tumor 
is not an indication for operation, and that a 
woman with such a discharge is in no more danger 
of developing cancer than any other woman of 
the same age. Of 876 cases of cancer of the breast, 
discharge from the nipple was the first symptom in 
but 16. Among 716 cases of benign tumors, a dis- 
charge was the first symptom in 24. MacCarty 
and Mensing found a discharge from the nipple in 
8.4 per cent of g62 cases of cancer and 6.6 per cent 
of 406 cases of chronic mastitis. Judd had 30 cases 
of cancer among 50 patients with a non-hemor- 
rhagic discharge from the nipple. A tumor was 
palpable in 29 of these, and was the first sign 
noted in 23. Pain was present in 26. 

In the series of 234 cases of Smith and Bartlett 
there were 5 cases with a non-hemorrhagic dis- 
charge. Gage found a discharge as the first evi- 
dence of disease in 5 of 1o1 cases of cancer. 

A bloody discharge is rightly considered: more 
serious. Gronwald found what he interpreted as 
precancerous changes in 80 per cent of 19 non 
cancerous breasts in which there had been bleed- 
ing from the nipple, and concluded that all suc! 
breasts should be removed. Judd reported 5 
cases of bleeding from the nipple, of which 2 
proved to be cases of cancer. In 5 of these, bleed- 
ing was the first sign. Graham thought tha 
bleeding meant cancer in 80 per cent of all cases. 
Moschcowitz reported the occurrence of a bloody 
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discharge in 5 of 218 cases of cancer. In the same 
period, g cases of bloody discharge were found to 
be due to duct papilloma. Smith and Bartlett had 
4 cases of bloody discharge in 234 cases of cancer. 

Judd characterized the discharge from an intra- 
canalicular papilloma as odorless, sticky, and ca- 
pable of causing a yellow stain on the dressing. 
The discharge from cancer is more watery, darker 
in color, and greater in amount, and often has a 
distinct rather foul odor. 

It is fair to conclude that any discharge asso- 
ciated with tumor demands investigation, and 
that a bloody discharge demands investigation 
even if no tumor is palpable. 

The incidence and significance of axillary lymph- 
node enlargement has received some discussion. 
Harrington found the nodes already involved by 
metastasis in 59 per cent of cases seen prior to 
1915 and in 67 per cent of those seen since 1915. 
Of 967 cases reviewed by MacCarty and Mensing, 
a clinical diagnosis of axillary involvement was 
made in 325, but was confirmed microscopically in 
only 120 (36.9 per cent). Greenough found that of 
the series of 103 cases without axillary involve- 
ment which were collected for the American Col- 
lege of Surgeons, a pre-operative diagnosis of axil- 
lary involvement had been made in 20. Of 255 
cases with axillary involvement, no clinical evi- 
dence of enlargement was apparent in 55. It is 
evident that, in many cases, freedom from clinical 
evidence of axillary node involvement is no guar- 
antee that metastasis has not already taken place, 
and that, conversely, enlarged palpable nodes do 
not infallibly signify the presence of metastasis. 
It is worthy of note, in this connection, that in the 
group of cases with clinically imperceptible ax- 
illary metastasis a cure was obtained in 33 per 
cent, in contrast to 11 per cent in the group 
with clinically obvious metastasis. 


DIAGNOSIS 


Diagnostic procedures. Recently, attempts have 
been made to employ transillumination as an aid 
to diagnosis (Cutler) in addition to inspection 
and palpation, but reports correlating the findings 
of this procedure with those of pathological ex- 
amination and other diagnostic methods are 
scant. Recently, also, Warren and others have 
employed roentgen examination of the soft parts 
of the breast. Bower and Clark have found skin 
prints of the breast of some aid. These procedures 
all require more extended use before an estimate 
of their value will be possible. 

The diagnosis of the presence of metastases has 
made tremendous strides with X-ray examination 
of the skeleton and chest. Ginsburg, in a well- 


illustrated case report, drew attention to a diffuse 
osteoplastic type of bone metastasis and quoted 
Kaufman to the effect that this type, rather than 
the usual discrete destructive lesions, constitutes 
about 14 per cent of all skeletal metastases. 

The diagnosis of Paget’s disease of the nipple 
was well discussed by Bloodgood. Lee and Tan- 
nenbaum gave an excellent resumé of the charac- 
teristics of the so-called inflammatory type of can- 
cer of the breast first described by Volkmann in 
1875. 

Differential diagnosis. Wainwright warned 
against the assumption that multiple tumors are 
necessarily benign. Adair gave an excellent de- 
scription of the distinctive features of gumma of 
the breast. Bloodgood described pathological and 
clinical features of encapsulated and non-encapsu- 
lated cystic adenomata. Lee and Adair described 
traumatic fat necrosis which often suggests cancer 
clinically. Tuberculosis of the breast is touched 
on in most reports of breast conditions, but is 
rarely mistaken for cancer. Tuberculosis of the 
axillary or cervical lymph nodes, however, has 
been interpreted as metastatic cancer of the 
breast. The coincidence of tuberculosis of the 
breast and cancer was reported by Smith and 
Mason who collected 18 cases from the literature. 

The difficulty of distinguishing clinically be- 
tween benign and malignant tumors of the breast 
is everywhere recognized. Sistrunk, quoting Mac- 
Carty, reported that 5.5 per cent of breast tumors 
clinically malignant proved to be benign, while 
11.2 per cent clinically benign proved to be malig- 
nant. The coincidence of both conditions is of 
course to be expected, especially if benign tumors 
are believed to have an etiological relationship to 
cancer. Smith and Marks found that of 14 cases of 
papillary cystadenoma, cancer was present also in 
4. Of 114 cases of chronic cystic mastitis, cancer 
was associated in 2 and developed later in 2. Can- 
cer developed at a later date also in 1 case of fibro- 
adenoma. Four and nine-tenths per cent of their 
series of patients had associated cancer at the 
time of operation for a benign tumor. 

Sarcoma of the breast is reported usually along 
with cancer. The incidence of sarcoma in about 
1,400 cases of cancer of the breast was 2.6 per cent. 
No great difficulty seems to be experienced in dis- 
tinguishing sarcoma from cancer. D’Aunoy and 
Wright reported a series of 11 cases of sarcoma of 
the breast. 

NATURAL HISTORY 

Anatomy and histology. Excellent work has 
been done on the anatomy and histology of the 
breast. McFarland’s monograph presented an ex- 
cellent histological study of the breast at various 
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stages of development and function. A recapitula- 
tion of histological knowledge with special refer- 
ence to the effect of the ovary was presented by 
Taylor, who again drew attention to the work of 
Rosenburg in establishing the presence of a rhyth- 
mical change in the breast structure with the 
phases of menstruation. Taylor also stressed the 
changes accompanying pregnancy, lactation, invo- 
lution, etc. Fraser studied especially the elastica 
at various stages of breast activity and discussed 
the hypothetical protective function it assumes by 
including the acini in normal senile breasts. 

The lymphatics and drainage areas of the breast 
have been extensively studied. Eisendrath pre- 
sented a good study of the lymphatic chains. 
Handley emphasized especially the nodes situated 
along the course of the internal mammary vessels. 

Growth and spread. The rarity of multiple 
foci of cancer suggests a single, probably minute 
origin at some one point in the breast. Growth 
proceeds at a variable rate which depends, in part 
at least, on the reaction of the surrounding tissues. 
Sistrunk and MacCarty, and later Flothow, dis- 
cussed as defensive factors originating in the sur- 
rounding normal tissues, cellular differentiation, 
fibrosis, hyalinization, and lymphocytic infiltra- 
tion. The evidence for considering cellular differ- 
entiation a response of the host to the presence of 
the growth is certainly inconclusive. There is no 
question that the other factors are a response of 
the host and may have an influence on the rate of 
growth of the disease. 

The rate of growth is doubtless influenced also 
by other factors. The age of the patient and the 
presence or absence of pregnancy or lactation 
probably exert an effect through hormonal influ- 
ences. Intercurrent diseases such as diabetes may 
act by impairing the patient’s capacity to develop 
defensive factors. It is possible, but unproved, that 
other types of intercurrent disease may stimulate 
defensive factors. 

The degree of cellular differentiation is in gen- 
eral in inverse ratio to the rate of growth. Its 
significance and interpretation will be discussed 
later. 

The study of the mode of spread within the 
breast has received stimulation from the work of 
Cheatle, Wainwright, Handley, and others who, 
by extensive histological studies, showed that 
spread occurs along connective tissue septa in the 
breast and along the deep fascia overlying the 
muscles. Handley’s studies of lymphatics and 


lymphatic permeation are very significant. That 
spread may occur along the ducts and blood ves- 
sels seems to have been established by numerous 
writers. 








The mechanism of metastasis has received much 
discussion. Handley apparently felt that lym- 
phatic permeation is the only mechanism involved, 
and that it will satisfactorily explain all metas- 
tases. Schmidt, quoted by Simpson, found minute 
cancerous emboli in the terminal pulmonary arte- 
rioles in all of 15 cases of abdominal carcinoma 
coming to autopsy. He concluded that emboli are 
common, but practically always become encapsu- 
lated and degenerate. On account of the occur- 
rence of widespread metastasis without lymph- 
node involvement, Thompson and Keiller con- 
cluded that dissemination occurs by the blood 
stream. 

Fraser made interesting studies of the whole 
breast by his key-block method. He showed that 
spread from the primary growth is direct by the 
lymphatics to the underlying fascia and then cen- 
trifugal. He noted some centrifugal spread in the 
breast itself, especially after the lymphatics in the 
fascia became plugged. He observed no involve- 
ment of the skin lymphatics, and found no con- 
firmation of Handley’s idea that permeation takes 
place with clearing up of the disease centrally. He 
showed a concomitant duct and acinar hyper- 
plasia spreading centrifugally from the growth 
with gradual assumption of malignant character- 
istics. He demonstrated spread of the disease by 
way of the ducts and vessels as well as by the 
lymphatics. 

The frequency of metastases of various kinds 
has received some attention. The figures vary 
widely, depending on whether they derive from 
clinical or autopsy reports. Ewing quoted Gross’s 
findings of pleural involvement in 50.9 per cent 
and pulmonary involvement in 49.9 per cent of 
423 autopsies. Handley estimated the frequency 
of pleural metastases at 38 per cent. The inci- 
dence of metastases in bone as reported by several 
authors on the basis of autopsy findings is shown 
by Giles as follows: 


Bone metastases 


Author Autopsies Per cent 
CS Se ee oe eer ae 893 260.5 
PURINE oc oh ck caw eee Sa ewe 320 22.0 
SE See ica Set Weipa fine 423 20.5 
UNTO SORE Se fle mates a, Pree erg 63 53.3 
een ee ere ne 67 74.6 


Capricious or unusual metastases are reported 
frequently in the literature. Bendick presented a 
case of widespread bone metastasis involving even 
phalanges and metacarpals. Mal reported an un- 
usual case with bony metastases involving the 
malar bone, maxilla, and tarsus. Ingram reporte« 
a case with metastasis to the nailbed of a finger 
which simulated an acute septic condition of the 














finger. Patey proposed division of bony metastases 
into 2 groups, the one local (i.e., involving the 
sternum, ribs, clavicle), the other disseminated. 
The desirability of X-ray study of cases to deter- 
mine operability is everywhere recognized. Prac- 
tice at many clinics now includes pre-operative 
X-ray examination of the chest, spine, and pelvis. 
Other clinics add plates of the humeri, femora, and 
cranium. Which plates and how many will show 
practically all of the bony metastases present are 
questions still to be answered. Complete skeletal 
X-ray examination of every patient is hardly feasi- 
ble and probably unnecessary. 

There is some evidence, and a widespread clini- 
cal impression, that manipulation of a breast can- 
cer can cause metastatic dissemination. This view 
is strongly supported by the fact that primary 
radical operation results in a higher percentage of 
cures than can be secured by radical operation 
performed some time after simple local excision of 
the cancer. Operative techniques have been elabo- 
rated to guard against undue manipulation. Re- 
currences in the operative area are rightly con- 
sidered free cancer implants due to faulty opera- 
tive technique. Knox extended Tyzzer’s experi- 
mental demonstration of the relationship of mas- 
sage to metastasis. Speed cited Speese as demon- 
strating direct extension or metastasis into the 
pectoral muscles. It is suggested that muscular 
activity is responsible for some of the subsequent 
dissemination of the disease. 

Survival. A most important contribution on 
survival in cases of cancer of the breast was 
Daland’s article reporting a series of 100 untreated 
cases (Chart II). Daland’s curve of survivals at 
various intervals after the onset of the disease 
provides an essential measure for determining the 
value of any mode of treatment. It is obvious 
from such study that the course of the disease 
varies widely. Other authors have demonstrated 
the same fact less graphically. Buchanan had 1 
case in which death occurred within three months 
after the onset, 8 cases in which it occurred within 
nine months, and 4 cases in which the patient 
survived for fifteen years. Bernstein reported the 
case of a patient aged seventy-eight years in whom 
the disease had begun twenty-five years previously. 
At the time of examination the local process was 
extensive, but there was no evidence of remote 
disease. Lee and Tannenbaum reported a series of 
28 cases of the inflammatory type of cancer in 
which the course is uniformly rapid to a fatal 
termination. In a study of 363 inoperable cases of 
cancer they found that the average duration from 
the first symptom to death was four years and five 
months. One patient lived only five months, and 
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1 lived thirty-eight years and five months. 
Lazarus-Barlow and Leeming said, ‘The normal 
duration of unoperated cases averages three years 
from onset to death.” Gottesman concluded, 
“The average duration of life of patients suffer- 
ing from all types of unoperated cancer of the 
breast varies from three and two-tenths years to 
four years after the discovery of the tumor.” 

The duration of the tumor in an operable stage 
can be estimated from the duration of symptoms 
at the time of operation. Thus Crile analyzed the 
pre-operative duration of disease in 777 operable 
cases as follows: 


Pre-operative duration Cases 
Less than 1 month Eee, or 124 
1-6 months......... Strate oe ; . Say 
6 months-1 year......... ; . : 03 
I-2 yearS......... re , - Q2 
Dre MONS 5s eee tees ee . 81 
CWO? 5 VEOIS ss os cose ss ate raat sans Ahn pee ares 10 


Lee, in a series of 133 cases which were inop- 
erable at the time of examination, found that in 30 
per cent the average duration of symptoms was 
four months, while in 52 per cent it was ten 
months. These figures suggest that in a large pro- 
portion of any operative series of cases the disease is 
of a slowly growing type, and that in an inoperable 
series of cases the reverse is true. 

Wyard, in a series of postoperative cases fol- 
lowed ten years, found the average duration after 
operation to be four and six-tenths years, but this 
series included some patients who were still alive. 
He concluded that probably five years is a better 
figure for the average postoperative duration. 
Moschcowitz et al. pointed out the decline in the 
percentage of cure the longer a postoperative 
group is followed, a five-year cure being obtained 
in 34 per cent, a six-year cure in 31 per cent, a 
seven-year cure in 26 per cent, an eight-year cure in 
16 per cent, a nine-year cure in 7 per cent, and 
a ten-year cure in only 4 per cent. It is discourag- 
ing to realize that this percentage does not estab- 
lish a definite stable level. 

Lee and Tannenbaum found that the average 
duration of life after recurrence was two years and 
one month, the shortest one month, and the long- 
est ten years and four months. 


OPERATIVE TREATMENT 


Technique. The modern conception of the radi- 
cal operation for cancer of the breast derives from 
Halsted and Willy Meyer. The evolution of the 
operation was well described by Rodman and 
the technique by Harrington. Unfortunately the 
necessity for this radical operation is not uni- 
versally appreciated, and various less radical 
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procedures are still widely practiced, always with 
poorer results and fewer cures. In the less radical 
procedures the attempt is usually made to pre- 
serve the pectoralis minor muscle, and in many 
of them too much skin is preserved over the 
breast. Wainwright demonstrated the presence 
of invasion of the pectoralis minor muscle and the 
necessity for its removal. Greenough showed 
statistically the decrease in cures which results 
when the pectoralis minor is preserved. White, 
reporting results obtained at the Roosevelt Hos- 
pital in New York, where the pectoralis minor is 
preserved as well as considerable skin, stated that 
local recurrences were found in 36 per cent of all 
recurrent cases. Bloodgood said, “ Recurrence in 
or in the region of the scar is due to late inter- 
vention or bad surgery.’’ Scott suggested that the 
incidence of local recurrence within three years 
be used as a criterion of operative technique. 

Many writers have emphasized the necessity for 
wide skin removal, including especially the skin 
pathway from the breast toward the axilla. 
Numerous modifications of the standard operation 
have resulted from the desire to bring about wide 
skin removal and at the same time to accomplish 
primary closure. Jennings, Smith, Jackson, 
Babcock, Coughlin, Czirer, and others reported 
modifications of the standard operations and 
various types of plastic closure. Some of these op- 
erations preserve for use in plastic closure parts of 
skin under suspicion. Jackson described local re- 
currence twice in an infraclavicular flap swung 
down for closure. The operations differ widely also 
in the amount of rectus fascia removed. Several 
go practically all the way to the umbilicus. Some 
European writers have advocated removal of the 
serratus digitations, which in the United States is 
commonly held unnecessary. 

Cole described the novocain anesthesia tech- 
nique for the radical operation. Guthrie gave a 
description of the anatomical aspects of the 
Rodman incision. 

Advocates of a supraclavicular extension of the 
operation are very rare at present. Winslow raised 
the question of the desirability of operations for 
sternal or rib recurrences or extensions and con- 
cluded that such procedures are possible but rarely 
justifiable. Wiener reported several resections of 
parts of the chest wall for recurrences. Most of 
the patients died so promptly as to make the 
operations seem completely unjustifiable. Lan- 


phear resected the manubrium for recurrence. The 
left innominate vein was cut and sutured success- 
fully, with operative recovery. 

Anderson reported on the use of surgical dia- 
thermy in 56 breast operations. Scott described 


his electric cautery operation. Mason reported 
3 operations done by the Scott technique. At the 
time of his report Scott had done 65 radical 
breast operations, all of which were followed by 
freedom from local recurrence and 8 of 11 of which 
were followed by five-year cure. Percy described 
a very radical operation with the “hot knife”’ 
technique. Handley described a technique for 
combining radium implantation with radical 
operation. None of these innovations has been 
widely adopted, and further figures are desirable 
before an attempt is made to estimate their 
value. 

Ducuing, analyzing the histories of 103 cases 
followed up, found postoperative pulmonary com- 
plications in 5, hematomata in 5, phlebitis in 3, 
and stiffness of the arm or shoulder in 2. Davis 
reported a case of accidental puncture of the 
axillary artery during operation. The vessel was 
sutured, but gangrene developed. Disability in 
the use of the arm after operation continues to 
occur occasionally, but is minimized by most 
writers. 

Dyas recommended the Kondoleon operation 
for relief of the swollen arm. 

Mortality. Figures for the operative mortality 
vary from less than 1 to nearly 5 per cent. In the 
total number of 5,208 operations reported there 
were 67 deaths, a mortality of about 1.3 per cent. 
In general, the operative mortality is higher in 
small than in large series of cases. The causes of 
40 of the 67 deaths cited were recorded as follows: 


Causes Deaths 
Heart, kidney, and cerebral conditions............ 8 
SM rere SG Ree os Chee Gees ote Rae SEO. 3 
NI crc Ct ei nye Sa eS EGR ORE ENE 2 
I Cherri cht niet Ken SANG ee AER aS 3 
oe RE Ok ei ee ee eee er eee 6 
SUMNIIN s 5.eo etd cles baK Vx a hess kuleen end 4 
PUNT PRIOR ou, gos a-c-5.Sae wR cme we 5 
PMI NMR cer Fides tte ea oan al ke acl Oy AG cee Sala 8 


Heat stroke 


Analysis of these causes suggests that many of 
the deaths were possibly avoidable. 

Postoperative deaths from a cardiac or rena! 
cause suggest lack of care in the preliminary study 
and preparation of the patient. The same is true 
of postoperative deaths from diabetic coma and 
may be true of at least some of the deaths from 
pulmonary complications, anesthesia, and shock. 
Deaths due to sepsis and the rest of those due to 
anesthesia and shock are accounted for by de- 
fects in surgical technique. The great variability 
in the incidence of pulmonary complications in 
different clinics suggests that routines of operative 
technique and postoperative care are significan' 
factors in the development of these complications. 

















Operability. Gottesman stated that when a 
radical operation is carried out in the presence of 
contra-indications it shortens the life of the 
patient. As contra-indications he considered a 
tumor fixed to the chest wall, fixed axillary lymph 
nodes, and cedema of the arm. He said, ‘Such 
patients live longer without an operation, and 
simple mastectomy gives a longer lease of life 
than radical operation. In addition, operation 
shortens life in inflammatory cancer and in 
cancer developing during pregnancy.” 

Unfortunately other writers have too often 
failed to be explicit as to the criteria of oper- 
ability. These vary with the estimate of the réle 
of radiation. In some clinics the presence of re- 
mote metastases is not considered a contra-in- 
dication to operation, and in many clinics search 
for remote foci by X-ray examination is neglected 
or incomplete. Failure to state criteria of oper- 
ability makes it difficult and unfair to compare 
the results of operative series in different clinics. 
Many of the differences in end-results reported 
are due to variations in this factor. 


PROGNOSIS 


Age. Perry gave a table showing the results of 
operations at various ages with the percentage of 
patients in a given age group who were living after 
more than three and more than seven years. 


Living more than Living more than 


7 years 3 years 

Age Per cent Per cent 
NB os. sien eur Feces es 44 
ED 6 ashi ee pseu races 12 40 
Es och ances 22 44 
BR MOG siaisire Seas stmaee II 28 
MPM eee ie 5.9 ca wpa ns koe 20 40 
BMMese 6h earn dence e 15 32 
Ce Ee ee ae 13 37 
EMR iy Sb. 5s we Ae ens ors 7 24 
| ARIS nen ence rear 16 31 


Sistrunk and MacCarty found that 41.7 per 
cent of women over fifty years of age were living 
from five to eight years after operation, as com- 
pared with 31.8 per cent of women under fifty 
years of age. Wyard concluded after a careful 
statistical study that “the age of the patient does 
not influence one way or the other the prognosis 
as regards ultimate survival after operation.” 

Duration of disease before operation. Buchan- 
an pointed out that in 70 cases in which opera- 
tion was done from one to thirteen years after 
the onset of cancer the incidence of cure was 
11 per cent higher than in 153 cases operated on 
within the first year of the disease. Davis found 
that in a group free from recurrence three years 
alter operation the average pre-operative dura- 
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tion was identical with that of the group present- 
ing recurrence, and that in patients without 
axillary involvement the pre-operative duration 
was greater than that in a selected group of pa- 
tients with axillary involvement, most of whom 
died promptly. When operable cases with axillary 
involvement had a long pre-operative duration, 
the prognosis was better than in cases in which 
the pre-operative duration was shorter. 

All of these paradoxical findings are of course 
due to the rapid rate of growth of the more 
virulent types of the disease and the consequent 
inclusion of a greater proportion of these in the 
groups with a short pre-operative duration. 
Stanton emphasized that the term “‘early opera- 
tion” should be used to mean early in relation to 
the extent of the disease rather than in relation to 
the pre-operative duration of the disease. In a 
case of malignancy the more promptly operation 
is performed the better the prognosis. 

Location of the growth in the breast. Bunts of- 
fered percentages of five-year cures depending on 
the location of the growth in the breast, as fol- 
lows: 


Percentage 


Site of cures 

Upper outer quadrant...... 2.650.068. 64: inne 35.3 
Upper inner quadrant........ eee ery: 38.1 
Lower outer quadrant......... en ne eT 34.0 
Lower Winer QUAGTANE.... ois cee ancwes 25.0 
NENG iclarn es Re ss lal k dat shand ree ee ; 39.3 


Abell and Graves believed that the prognosis is 
more favorable in cases of outer quadrant growths 
than in cases of inner quadrant growths. Sistrunk 
concluded that the results are best in cases of 
growths in the upper inner quadrant. In cases of 
growths situated close to the nipple which had 
already formed axillary metastases Sistrunk and 
MacCarty found the prognosis very poor. 

It is very evident even from these few citations 
that many contradictory points of view obtain. 
The fact that growths in the outer quadrants 
metastasize first to the axillary nodes is estab- 
lished by clinical experience and anatomical 
studies of the lymphatics. Furthermore, these 
growths remain movable in relation to the chest 
wall longer than inner quadrant growths. Inner 
quadrant growths may form their first metastases 
in the supraclavicular region, in the thorax, or 
even in the liver. Thus it is fair to assume that 
any surgically treated series of cases contains a 
relatively high proportion of late operable cases 
of growths in the outer quadrants, and that cor- 
respondingly advanced states of disease in the 
inner quadrants might be considered already in- 
operable. Confirmation of such an assumption is 
virtually impossible. Blackburn quoted Sistrunk 
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to the effect that the axillary nodes were involved 
in 64 per cent of cases of outer quadrant growths, 
50 per cent of cases of lower inner quadrant 
growths, and 31.6 per cent of upper inner quad- 
rant growths. It would be desirable to know the 
average pre-operative duration of outer quadrant 
growths as compared with that of inner quadrant 
growths, even though such figures would be open 
to the criticisms mentioned in the discussion of 
pre-operative duration. 

Presence of metastases. There is general agree- 
ment that the prognosis for cure is essentially 
nil if metastases are present elsewhere than in the 
axilla. In regard to axillary metastases, extensive 
figures contrasting the prognosis with and with- 
out axillary metastases are available. These will 
be discussed more fully in the consideration of the 
end-results. A few figures are presented here 
merely by way of illustration: 


Nodes involved, 


Nodes not involved, | 
living and well 


living and well 

















Author - a 
5 years | toyears | § years 10 years 
Per cent | Per cent Per cent | Per cent 
Greenough 50 24 | is 
Harrington 63.6 44.1 4.3 1 13:4 
Sistrunk and 
MacCarty 65.1 21.9 
White 70 37 19 10 
Smith and 
Bartlett 66.7 25.9 
Bunts 35 18 20 8.8 


Moschcowitz reported that in his cases in which 
death occurred within three years after operation 
the incidence of axillary involvement at the time of 
operation was 81 per cent whereas in those in 
which the patient lived longer than five years it 
was only 50 per cent. Peck and White found that 
of 59 patients dead of recurrence, 48 had had 
axillary involvement, while of 53 living and well, 
only 17 had had axillary involvement. 

Pathological types. Relatively little has been 
written in recent years with regard to the prog- 
nosis in relation to the classical pathological 
types. When figures have been given, the types 
have often been so subdivided that too few cases 
have been included in a group. Terminology is so 
confused as to prevent accurate comparisons 
between various series. 

In the rare colloid cases the outlook is appar- 
ently relatively favorable. Cheatle and Cutler, 
describing gelatinous cancer of the breast, stated 
that it does not carry any implications of benig- 


nancy. 
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Percentage of patients living and well after 


three years 




















Author 
| Scirrhous | Adeno- | Medullary | Carcinoma 
carcinoma | carcinoma | carcinoma | simplex 
: | 
Lane-Claypon | 35-2 o7.e | abe 
Antoine and Pfab | 63.3 Bele 
Bunts 41.8 50.7 30 31.6 
Perry 37-5 | 38 32.4 











Degree of malignancy. Stimulated by the work 
of Broders on the grading of squamous car- 
cinomata according to the degree of malignancy, 
Greenough formulated criteria for estimation of 
the degree of malignancy of breast cancers. He 
said “Loss of differentiation and increasing ma- 
lignancy are indicated by loss of glandular archi- 
tecture and absence of secretory activity. With 
increasing malignancy we see also variation in the 
size of cells and of nuclei, increase in mitotic 
figures, and hyperchromatism.”’ 


Degree of Greenough 
Malignancy Per cent 
Low: 

Glands not involved ..... 82 

Glands involved......... 50 

LS eras ee 68 
Medium: 

Glands not involved... .. 43 

Glands involved......... 31 

PANU MOIS 5:55 Gis sia ere ais 33 
High: 

Glands not involved. .... ° 

Glands involved......... ° 

ee ° 


On the basis of 
these changes, 3 degrees of malignancy were 
established on histological grounds and a very 
definite correlation with prognosis was estab- 
lished. Other writers who have undertaken such 
a study were able to confirm this correlation. 


Smith & 
Bartlett White 
Per cent Per cent 
88.8 9g! 
5° 
66 
66.7 88 
25.9 25 
42.2 47 
60 ° 
6.9 ° 
13.0 ° 





Patey and Scarff analyzed a series of 50 cases 
and arrived at substantial confirmation of the 


experiences outlined. 


They pointed out that 


highly malignant growths are rarely found with- 
out axillary involvement, but that in cases pre- 
senting these conditions a cure may be expected. 
Thus, of their patients with Grade 3 malignancy, 5 
were living and apparently well from three to seven 
years after operation. On the other hand, of thei: 
late operable group, only 1 patient out of 15 was lis 

ing and well at the end of three years. Therefor: 
even in cases of the latter type a low grade of ma 

lignancy is not of great favorable significance. The 

concluded that determination of the degree ©! 
malignancy is of most prognostic importance |: 
cases with early axillary involvement. 














None of the writers mentioned was very favor- 
ably impressed by the prognostic significance of 
the so-called defensive factors described by Sis- 
trunk and MacCarty. 

By special staining methods, Delbet and Men- 
daro demonstrated 2 types of secretory activity, 
albuminous and mucous. They felt that the 
presence of such demonstrable secretion is of very 
favorable prognostic significance. Their figures 
are not very clear as to how many patients of their 
series could be followed up. They described as an 
unfavorable factor a direct invasion of blood 
vessels by tumor cells, a so-called “‘hemophile”’ 
tendency. 

The defensive factors of Sistrunk and MacCarty. 
Sistrunk and MacCarty analyzed g1 fatal cases 
of cancer of the breast for the presence or absence 
of their so-called defensive facters of differentia- 
tion, fibrosis, lymphocytic infiltration, and hy- 
alinization. As their mode of presentation of the 
material was rather confusing, it is difficult to 
draw conclusions. According to one of their 
tables, the average postoperative life of patients 
with local lymphocytic infiltration was about 
twenty months, while that of patients without 
local lymphocytic infiltration was twenty-three 
months. Similarly, when lymphocytic infiltration 
was combined with fibrosis, the presence or 
absence of this combination apparently did not 
affect the duration of postoperative life. Cellular 
differentiation very definitely added a vear to the 
postoperative duration, which might be antici- 
pated on the ground that it is an attribute of the 
degree of rapidity of growth. As suggested else- 
where, the evidence for considering cellular differ- 
entiation as a reaction of the host is not conclusive. 

The difficulty is that the figures presented by 
Sistrunk and MacCarty are based on fatal cases 
and therefore the significance of their findings for 
prognosis including apparent cures is at once 
vitiated. The series of cases is probably too small 
to permit subdivision into so many subclasses, and 
conclusions seem hardly justifiable in spite of the 
rather impressive percentage figures given. Thus 
with regard to the statement, ‘The average 
length of postoperative life of patients with fibrosis 
was 42 per cent greater than that of patients 
without fibrosis,” it should be noted that the 
difference was a little less than two months. 

Flothow studied the same factors in relation to 
a larger group of cases including some that were 
cured. He chose 2 groups of patients, those who 
had had axillary involvement and survived more 
than five years after operation, and those without 
axillary involvement who died within five vears 
itter operation. He found 70 per cent of the de- 
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fensive factors present in the first group, in con- 
trast to 26 per cent in the second group. This 
is a fairly satisfactory correlation with prognosis. 

Dupont and Leroux analyzed 15 cases in regard 
to evidence of stroma activity and concluded that 
such activity is of detinite favorable prognostic 
significance. They believed that X-ray treatment 
may break down the defense of this active stroma. 
In radiated cases the stroma found was “poorer” 
in defense qualities and recurrence developed 
earlier. Needless to say, data from such a small 
series are not of great significance. 

Pregnancy and lactation. There is general agree- 
ment that associated pregnancy or lactation 
renders the prognosis very grave. Sistrunk and 
MacCarty stated, “Carcinoma which developed 
during pregnancy and during the lactation period 
invariably proved fatal within five vears after 
operation.”’ Harrington concluded that operation 
is not justifiable in cases of pregnancy as in 
such cases the prognosis is hopeless. Of his 28 
cases of carcinoma complicated by lactation, 
death occurred within one vear after operation in 
gand within two years in 5,and 1 patient survived, 
apparently cured, for six vears. Abell and Graves 
reported the case of a woman who developed a 
carcinoma of the breast in the fifth month of 
pregnancy and was living and well seven vears 
after operation. 

Other diseases. Data on the r 
complicating diseases are few. Harrington pointed 
out the gravity of the prognosis when diabetes is 
present. Of 12 cases of carcinoma of the breast in 
diabetics, axillary involvement was present at the 
time of operation in 8. In the latter, the average 
postoperative survival was fourteen months. One 
patient lived three vears. In the 4 cases without 
axillary involvement, the average postoperative 
survival was two and one-half vears. One patient 
lived three and one-half vears. 

Clinical index of malignancy. Lee 3 
enbord elaborated a scheme for a clinical esti- 
mate of the degree of malignancy based on the 
age of the patient, rate of growth and extent of 
the lesion, and the presence or absence of lactation. 
Each of these factors is weighted and in addition 
has gradation factors. The index is secured by 
multiplying the weights of the factors by their 
gradation factors and adding the results. The ng 
ure thus obtained is somewhere between 11 and 
55, the latter representing coincidences of all 
the most malignant characteristics. Cases were 
divided into 3 groups with indices running from 
11 to 25 for relatively benign cases, from 20 to 39 
for moderately malignant cases, and from 40 t& 
35 for highly malignant cases. On this basis tt was 
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found that a five-year cure was obtained in 69 per 
cent of the cases of the lowest grade, 34 per cent of 
those of medium grade, and 4 per cent of those of 
the highest grade. Ewing, grading the same tu- 
mors according to histological criteria, did not 
secure the same degree of correlation with results. 
The Lee and Stubenbord method of grading 
malignancy seems unnecessarily elaborate and 
complicated. The arbitrary weighting of the fac- 
tors, the omission of several factors which un- 
doubtedly have considerable importance, such as 
pregnancy and a previous non-radical operation, 
and the apparent reluctance to use histological 
findings which are obviously of significance (even 
though such inclusion would make the index less 
“clinical”’) tend to limit the usefulness of such a 
scheme. The method was the outcome of the 
conviction that too much attention was being 
paid to histological criteria, but it is doubtful if 
even the most ardent microscopists are willing to 
venture a prognosis without full information and 
evaluation of all of the clinical aspects of a case. 
The value of the clinical index is reduced also by 
the fact that it does not permit comparisons be- 
tween different clinics because the individual fac- 
tors, age groups, etc. may vary considerably, 
and yet, by reciprocal variations in other factors 
an identical numerical index might be reached. 
Previous non-radical operation. It is commonly 
held that the prognosis is much impaired if a pre- 
vious non-radical operation has been done. Har- 
rington presented figures in support of this view. 


Alive Alive Alive 
3 years 5 years Io years 
Percent Percent Per cent 
Glands not involved: 
Primary radical operation... 80.2 67.4 34.2 
: Secondary radical operation 62.5 62.5 23.3 
Glands involved: 
Primary radical operation. 41.7 25.8 12.2 
Secondary radical operation 29.5 20.5 8.3 


Harrington pointed out further that in the 
primary radical group the cases with glands in- 
volved formed 65.8 per cent of the total number, 
while in the secondary radical group they formed 
78.6 per cent of the total number. Unfortunately 
the data in regard to the elapsed interval were not 
given. Bloodgood, Peck and White, and others 
felt that if the secondary radical operation fol- 
lowed promptly after the incomplete operation, 
ie., within a week, the results would not be 
appreciably poorer than those of primary radical 
operation. 

Other breast. McWilliams collected 3,132 cases 
of cancer of the breast by means of a question- 
naire. In 154 (5 per cent) the cancer was bi- 
lateral. In 98 cases operation was done on the sec- 





ond breast. In rr (0.2 per cent) of the latter both 
breasts were involved simultaneously, and in 87 
one breast became involved after the other. 
Because of the absence of metastases elsewhere, the 
occasional histological dissimilarity of the tumors, 
and the relatively satisfactory prognosis of the 
second operation, McWilliams believed that these 
cases represented cancer originating de novo 
rather than a recurrence. 

Of the patients who developed cancer in both+ 
breasts simultaneously, 5 were living and well from 
one to twenty-two years after operation. 

Of the 87 cases in which one breast was involved 
after the other, the second operation was per- 
formed within one year after the first in 28 (32.1 
per cent), within two years in 42 (48.2 per cent), 
within three years in 56 (64.3 per cent), and within 
five years in 69 (79.3 per cent). The prognosis 
seemed to be poorest in the cases in which less 
than a year elapsed between the operations. 

The results in McWilliams series were as 


follows: 
After first operation After second operation 
No. Per cent No. Per cent 
Living 3 years........ 63 72.4 33 37.9 
Living 5 years........ 47 54 21 24.1 
Living 8 years........ 31 35-6 15 17.2 
Living 10 years....... 19 21.8 9 10.3 


Kilgore advocated prophylactic amputation of 
the second breast some time after the first opera- 
tion. He presented the following tables: 


| Patients eventually developing 


Years after cancer in other breast 











er | Patients living | 
first operation | No. 
No. | = 
No. Per cent 
5 162 12 7.3 
8 96 9 9.5 
10 60 5 8.3 
15 22 I 4.5 











If prophylactic mastectomy Patients Lives which would prob 


had been done living ably have been saved 
At time of rst operation...... 649 10 
3 yrs. after 1st operation. .... 257 fe) 
5 yrs. after 1st operation. .... 162 6 


Greenough, discussing this paper, cited a serie: 
of 35 cancers of the second breast, only 2 of which 
developed as late as three years after the firs! 
operation. Six of the 35 were interpreted as th: 
first sign of recurrence of the original tumor. 1: 
19 there was also a recurrence elsewhere. 

Kilgore presented end-results of operations on 
cancer of the second breast showing an incidence 
of five-year cure ranging from 20 to 30 per cen’, 

















which was very like the incidence of such cures 
obtained in primary cases. He pointed out that 
the second cancer developed mainly in cases in 
which the primary breast tumor was confined to 
the breast and there was no axillary involvement. 
This is obviously because patients with such 
primary breast tumors lived long enough to 
develop subsequent involvement of the other 
breast. 

Without laboring the point it is clear that can- 
cer can arise as a new process in the other breast 
either simultaneously or subsequently, and that 
the results in these cases are not essentially differ- 
ent from the results in primary cases. It is 
probable that, recurrences being ruled out, the 
incidence of this reoccurrence of cancer is in the 
neighborhood of 5 per cent. 

Trout quoted Sistrunk as saying in a letter, 
‘For some time I have felt that when a patient 
has cancer in one breast and a definite mastitis in 
the other, both breasts should be removed.” 

Trout inquired into the effect of pregnancy after 
operation for cancer of the breast. In reply to a 
questionnaire he obtained the records of 15 
patients with subsequent pregnancies, during 
which 13 developed cancer in the remaining 
breast. Of the latter, 12 died very promptly. The 
interval between operation and _ reoccurrences 
associated with pregnancy varied from two to ten 
years. 

Obviously such a questionnaire will collect more 
than a fair proportion of recurrent cases; it is 
possible that a great many patients who had no 
recurrence could not be traced. But equally 
obviously, a subsequent pregnancy carries a grave 
hazard and should be permitted only under rare 
circumstances. 

RECURRENCES 

Time of recurrences. Pfahler and Widmann 
reported that the average time from operation to 
the appearance of recurrence in 255 cases was one 
year and four months. Fifty-six per cent of recur- 
rences developed within six months. Bunts stated 
that 28.5 per cent of recurrences occur within the 
first six months. Perry reported that 14 per cent 
of the recurrences in his cases developed within 
six months, 40 per cent within a year, and 70 per 
cent within two years. Of Roux-Berger’s recur- 
rences, 65.2 per cent developed within one year 
after operation. Dahl recorded the development 
of 71.4 per cent of his recurrences within three 
years. Of 53 regional recurrences reviewed by 
Evans and Leucutia, 32 appeared within one year 
and 6 from five to twelve years after operation. 
Gage and Adams stated that of 39 regional recur- 
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rences, 23 appeared within from six months to a 
year after operation. On the other hand, Woolsey 
collected 51 late regional recurrences occurring up 
to twenty-five years after operation, over 45 per 
cent of which developed between seven and ten 
years after operation. Steward reported a case of 
recurrence thirty-one years after operation. Ran- 
sohoff (quoted by Woolsey) reported 26 regional 
recurrences developing seven or more years after 
operation. These occurrences are unusual enough 
not to invalidate Scott’s contention that three- 
year freedom from local recurrence should be the 
measure of success of operative technique as re- 
gards the extent of operation. 

Sites of recurrence. Local recurrences, as inti- 
mated, may be considered evidence of an inade- 
quate operation or of disease so extensive as to 
be definitely inoperable. The data of Pfahler 
and Widmann on the time of recurrence probably 
refer to local and regional recurrence. Sistrunk 
and MacCarty stated that ‘when local recurrence 
develops, other remote metastases are demon- 
strable in 60.9 per cent of the cases.”’ In their 
series there were g local recurrences after 218 


operations. In contrast with this low incidence, 
Meier recorded 57 local recurrences in 171 
operations. 


Of a series of 267 cases, the majority probably 
late cases, which were reviewed by Carnett and 
Howell, complete X-ray studies of the skeleton 
were made in 204. One hundred and one (49 per 


cent) of the latter showed bony metastases 
distributed as follows: 

Cervical vertebre......10 Skull 7 
Thoracic vertebrie 41 Pelvis. ... ; 45 
Lumbar vertebrie ...44  Femora ean vege 
BN eek cris ..+++ 7 Forearm — 6 
Hand..... tascctrenane @ Smoulder girdle... . 44 
re eee Ge ee ve 35 


The general distribution of recurrences in a 
number of series of cases is recorded in Table III. 
As these are largely selected series, they are not 
representative of the usual distribution of 
metastases. Many of them were collected by 
roentgen therapists who obviously have a larger 
percentage of local and accessible recurrences to 
treat. On the other hand, few cases of abdominal 
involvement are referred for therapy unless other 
metastases co-exist. Finally, a complete skeletal 
study is only rarely carried out although it 
usually shows a considerable incidence of skeletal 
disease. 

Moschcowitz described the clinical picture and 
histology of foreign body reactions about catgut 
knots which may be mistaken for recurrences ip 
the operative area. 


TABLE III.—DISTRIBUTION OF RECURRENCES 
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| Cases | Recur- | Opera- | Supra- | | Other | Other | F : Other . 
Author in rence tive Axilla | clavicular| Thorax |Abdomen| breast axilla Spine Hip bones Brain 
series No. area % glands % | % % % | % % % % 
| No. 70 % | 
Bunts 172 | 30.4 7.0} | | | | 
Bunts 72 25 t2 | 7 | 3 | 
Carter 54 21 | 20 | 25 | o te ta js | ms To 
Dahl 83 so | 16 | 16 i 22 — 
Evans & - 
Leucutia | 74 — 68 >< 32 — 
Lee & Cornell 60 | 10 | 10 | at | 19 9 | 6 i ¢ | 8 2 
Lee & Tannen- | | | | 
baum 363 19 20 | 26 Io | 3 9 2 3 
Perry 653 \———-s2——— 15 | 14 | 10 | | | 8 
Roux-Berger | SE |} 48 54 ; 28 |e 8 aaa 
Sistrunk | | 97 | 47.4 —)| 21.6 | 11.3 | 6.2 | + 1.5 > 3.1 





Treatment of recurrences. It is apparent that 
most surgeons are willing to operate for the 
removal of small movable recurrences in the 
operative area. As a rule an operation for this 
purpose is supplemented with intensive radiation 
therapy. Operations for recurrences fixed to the 
chest wall are rarely justified although they are 
occasionally performed (See section on operative 
technique). All other recurrences now belong 
without dispute in the field of radiation therapy, 
which will be discussed later. 


PATHOLOGY 


Bloodgood has repeatedly presented his classi- 
fication of non-encapsulated tumors of the breast, 
as follows: (1) comedo-adenoma and cancer, 
(2) colloid carcinoma, (3) scirrhous carcinoma, 
(4) medullary carcinoma, (5) cylindroma, and 
(6) cancer cyst. He pointed out how difficult it 
is to distinguish microscopically between an 
encapsulated adenoma and carcinoma, and em- 
phasized the necessity for careful gross examina- 
tion as well as an examination of frozen sections. 
He recently presented a careful study of border- 
line tumors. 

Lee and Tannenbaum gave a detailed descrip- 
tion of the inflammatory type of cancer of the 
breast from a clinical and pathological viewpoint. 
Cheatle and Cutler described gelatinous cancer. 

MacCarty urged simplification of pathological 
terminology for breast conditions, suggesting that 
all breast epithelial tumors might be described 
as of primary, secondary, or tertiary differentia- 
tion. In another paper he presented a very 
interesting summary showing the diagnostic 
efficiency at the Mayo Clinic. Of 2,100 breast 
cases, 51 per cent of which were cases of cancer, 





the clinical diagnosis was doubtful in 21.5 per 
cent and the pre-operative diagnosis of cancer was 
confirmed pathologically in 94.5 per cent. Of the 
pre-operative diagnoses of benign lesions, 88.8 
per cent were confirmed pathologically. Cancer 
was found in 4 per cent of cases diagnosed benign. 
Microscopic diagnosis was necessary in 13.3 per 
cent of the whole series. 


END-RESULTS 


There has been so much confusion in reporting 
end-results that it is practically impossible to 
combine or compare series from different clinics 
or even those reported from the same clinic at 
different times. Various methods and proposals 
for uniformity have been suggested, and it is to 
be hoped that something may come of them. 
Perry offered a method of reporting the number 
of survivors of each successive year period with 
the percentage they represented of the total 
number. This method is certainly clear, but as it 
includes survivors alive with recurrent disease as 
well as patients dead from intercurrent disease it 
is inaccurate. Moreover, it probably includes 
untraced patients among patients dead of the 
disease. However, several other clinical reports 
appear in about this form. Meier discussed at 
length various statistical methods of reporting 
end-results. The method adopted by Greenough 
for presenting his figures has found considerable 
favor. It would seem desirable for Greenough’: 
table to include separate lines for reporting the 
different results in cases with and withou! 
axillary involvement. 

Table IV is a collection for comparison of the 
gross figures from numerous clinics for five-year 
end-results. In some instances the figures avail- 








ee ae 








able permitted division of the cases into those 
with and those without gland involvement. The 
accuracy of this table is impaired by the fact that 
many of the operations reported were not typical 
radical operations. Operability criteria varied 
widely, in part because of variations in pre- 
operative study, especially with the X-ray. In 
some of the cases intensive X-ray therapy was 
given both before and after operation. The so- 
called ‘‘cures” in several of the series included 
survivals with recurrence. 

The classification of the extent of the disease 
required on the summary cards for cancer of the 
breast sponsored by the American College of 
Surgeons is only gradually coming into use. The 
European clinics employ chiefly Steinthal’s classes 
or some modification thereof. 

It is evident from practically all available data 
that the presence or absence of axillary involve- 
ment is one of the most significant clinical factors 
affecting the prognosis. The Steinthal classifica- 
tion is not clear cut in regard to this factor. 
Thus tumors belonging to Steinthal’s Group 1 
are characterized as local processes smaller than 
a plum, without obvious axillary metastasis, and 
those belonging to Group 2 as processes larger 
than a plum, with involvement of the overlying 
skin and the axillary nodes. It is, for example, 
not at once clear where tumors smaller than a 
plum, with axillary node involvement, should be 
classified. This classification has brought much 
order to reports from European clinics, but the 
reported number of operative cures obtained in 
cases belonging to Steinthal’s Group 3 (supra- 
clavicular area involved) suggests that classifica- 
tion is difficult and unsatisfactory. In general we 
have assumed for purposes of comparison that 
Steinthal’s Group 1 coincides with Group 1A 
(axilla not involved) of the American College of 
Surgeons classification, and Steinthal’s Group 2 
with Group 1C (axillary nodes involved) of the 
latter classification. 

If the classification of primary cases is confus- 
ing, that of other cases is even more so, and the 
difficulty is increased by combining radiation and 
operation, palliative or radical, in the treatment 
of recurrences or as a prophylactic measure. A 
forward step has been made by the introduction 
of the summary cards of the American College of 
Surgeons for this and other types of malignancy. 
The use of these cards permits the assembling of 
large numbers of cases and the presentation of 
unified statistics. 

Comment on table. It seemed desirable, by 
weighting the percentages of five-year cures with 
the number of cases in the series, to determine 
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TABLE IV.—END-RESULTS OF OPERATION WITH 
OR WITHOUT X-RAY TREATMENT 
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“aces 3 2a 32 3 x 
Author Cases oe | Se Ps sp 
No. : .is 2 -9E ue $t 
aes nD ~ 2 D ano 
Se | geo | 392 | b385 
S mS Ax 5 6a 3 
> wn se n'a Oe te 1-7) 
Brattstrom 256 23 3r 
Bunts 867 24.1 9.5 
Crile 523 37.4 15.8 
Hintze 
(Operation alone) 537 35 20.8 
Hintze _ 2 
(Operation + X-ray) 247 55.9 33 
Harrington 2038 25.8 8.2 
White 213 36 24 
Wyard 360 4 
Anschutz and Hellman 
(Operation alone) 116 35.3 
Anschutz and Hellman 
(Operation -+- X-ray) 215 14.4 
Black 60 30 
Braine ? 40 183.8 31 
Buchanan 247 29 
Dahl 83 60.6 15.8 24.5 
Evans and Leucutia 62 70 46.6 
Faure 46 28.2 
Gibson 75 18 
Greenough 100 6 6 7 
Grenade 86 28 
Hartmann and 
Bergeret 251 19 
Jennings 72 25 
Lee and Cornell 75 15 
Linder 117 17 
Mills 118 62 18 39.8 
Morton 80 31 
Moschcowitz et al. 89 34 
Peck and White IOI 39 
Pfahler and Widmann 8o1 77 8 
Primrose 51 44.4 
Sadlier 70 24.3 
Schmidt 19 53.2 
Schoute and Orbaan 78 35.9 
Sistrunk 218 64 19 
Smith and Bartlett ; 
(Radical operation) 128 37 
Smith and Bartlett 
(Palliative operation) 38 30.7 








Wintz 300 18.5 
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the five-year cure percentage for the whole group. 
In 7,974 cases so assembled the incidence of five- 
year cure was 30.0 per cent. In cases without 
axillary node involvement the reported incidence 
of five-year cure ranged from 62 to 70 per cent 
with 2 exceptions. In cases with axillary involve- 
ment the percentages ranged from 15.8 to 26, with 
the exception of 2 radiated series. 

It is interesting to compare this gross cur- 
ability of surgically treated cases with the figures 
assembled by Jacobsen in 1918. In a total of 
3,402 cases, Jacobsen found the incidence of 
five-year cure to be 23.7 per cent. It is interesting 
also to compare Greenough’s report for the 
American College of Surgeons in 1929. Of 335 
cases in which a radical operation was done, a 
five-year cure was obtained in 29 per cent. In 
the cases without axillary involvement the 
incidence of five-year cure was 57 per cent, and in 
the cases with axillary involvement it was 16 
per cent. 

It would be highly desirable for reporting 
authors to indicate tota! entries and the percentage 
of operability in their series as from such data 
it would be possible to obtain a figure indicat- 
ing the gross curability. This figure would vary 
widely, depending on the nature of the clinic 
reporting. In the few reports from general 
hospitals which cover this point the radical 
operability in primary cases is about 75 per cent. 


RADIATION 


Prophylactic radiation. The evaluation of pro- 
phylactic radiation, pre-operative and postoper- 
ative, is difficult. The techniques of radiation 
have changed so frequently that it is rare for a 
given clinic to report 2 successive series of cases 
receiving the same type of treatment. In many 
cases accurate pathological examination of the 
tissues is wanting and the follow-up is rather more 
unsatisfactory than in a simple surgically treated 
group. 

Table V presents data collected from the pub- 
lished series. Here again Steinthal’s Groups 1 and 
2 have been assumed to indicate freedom from, 
and the presence of, axillary involvement, 
respectively. 

Comment on table. It should be realized that 
of the 22 entries in the column, only 7 were pub- 
lished more recently than 1927. Since five-year 
results are recorded, the type of X-ray therapy 
was that in vogue at least ten years ago. A 
survey of the columns clearly indicates a definite 
advantage in favor of prophylactic radiation. 

The important recent exception, excluding 
Perthes’ early Tuebingen series, is Greenough’s 


report embracing the results from numerous 
clinics assembled by him for the Committee on 
the Treatment of Malignant Diseases with 
Radium and X-Ray of the American College of 
Surgeons (Chart I). Greenough concluded that 
“These figures fail to indicate that the use of 
prophylactic X-ray as practiced in this series in- 
creases in any way the number of cases of cancer 
of the breast which are free from recurrence five 
years after operation.” Portmann had a later 
series which is not included in the table because 
enly three-year results were known and these 
showed unfavorably for prophylactic radiation. 
Portmann used a different technique, which he has 
since abandoned to resume his earlier method. 
Macrae recorded that he was opposed to pro- 
phylactic radiation, chiefly because of the 
experiences in Marburg, Tuebingen, and Leipzig 
(Kastner’s clinic). Jungling concluded after a 
careful analysis of the Tuebingen and Kiel 
results that ‘In Tuebingen X-ray has certainly 
done no good and may possibly have done some 
harm. At Kiel it did no harm and probably was 
slightly beneficial.”” Hintze stated that in his 
opinion the poor results in the Tuebingen and 
Leipzig series might be attributed to the general 
debilitated state of the postwar population of 
Germany at the time the series were treated. 
Evans and Leucutia were of the opinion that 
prophylactic X-ray treatment improved the 
results in cases with axillary node involvement. 
Wintz believed that in cases belonging to Stein- 
thal’s Group 2 the results of radiation were 
better than those of surgery. Harrington, 
although his figures showed favorably for pro- 
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Chart I. Survival after operation (Greenough). 














TAYLOR: CANCER 


OF THE BREAST 


TABLE V.—PROPHYLACTIC RADIATION 


































































































Number of cases | Five-year cures (per cent) 
Author | Glands not involved | Glands involved All cases 
ralicted | Radiated | Total | et = ' 
| radiated | Radiated | radiated | Radiated | radiated | Radiated 

Anschutz and Hellman 116 215 331 7 too | 100 =| 35 | s7. | 35 3 i Ss ce ; 
Antoine and Pfab 260 | <a zn a . -_ as 48.1 - 
Braine ? | | | | a7.3 - 31 a 
Buchholz 358 100 | 100 47 | 72 22.3 a i 
Evans and Leucutia 62 | 70 | 46.6 o ae oe 
Greenough 220 115 335 | : i 33 / =, ae - 
Gunsett 124 | | 26— | II eS 
Harrington gage? pe ae i QI ——_ | ae a 35. - $5.9 
Hintze 587 247 g 834 RE ea S | a 34.2 . 
Lee and Herendeen : i char “OS ; enone Witesy ties 7 J. a ae ae 
Lehmann Poon 4  - nate facge 4 — es ie pers ; oo 7 
Linder 101 77 | 38 ; sid _ 
Pfahler and Widmann 217 61.1 65.9 21.6 | 25.8 | ae 
Portmann } | 23.1 gi 35.8 
Schoute and Orbaan 71? | | 35.9 7 Por aa 
Simon and Wollner 19 100 ¥ 100 50 q 50 - to _ 
Smith and Bartlett 88 is : 30.5 | . 72.2 - 
Wintz 300 | i OG | 5 
Kiel (Quoted by Simon and Wollner) | us | | es 37 - | 57.3 “y 
Rostock (Quoted by Simon and Woll- ane } . a 

ner) | 28 | 39 
Marburg (Quoted by Simon and Woll- T .. Ae 

ner) 20.9 31.8 
Tuebingen (Quoted by Simon and a aed [aa 

Wallner) | | 27.7 | 20 























phylactic radiation, concluded that ‘‘roentgen- 
ray treatment has not been of great value as an 
auxiliary to operative treatment of these cases. 
If the radical operation is performed, it should 
accomplish complete removal of the diseased 
tissue and should not depend on the roentgen 
ray to destroy remaining malignant tissue.” 

Effect on local recurrence. In keeping with 
this opinion, it is difficult to see how postopera- 
tive radiation of the operative area can do more 
than prevent local recurrence. 

Greenough could not establish from his se- 
ries that local recurrences are delayed or de- 
creased. Lehmann found the same percentage of 
recurrences (local?) in his radiated as in his non- 
radiated series, although his end-result figures 
show that a five-year cure was obtained in 35 
per cent of the radiated cases and in only 28 per 
cent of the non-radiated cases. Portmann quoted 


Perthes to the effect that in the first year post- 
operative recurrences are more frequent in the 
radiated than in the non-radiated group. His 
own experience bore this out as a recurrence or 
metastasis developed during the first year after 
operation in 16.5 per cent of his cases in which no 
radiation was given, 29.3 per cent of those in 
which light radiation was given, and 35.1 per cent 
of those in which intensive radiation was given. 
Quite different were the findings of Evans and 
Leucutia, who had only 1 case of local recurrence 
in a series of 65 radiated cases, whereas of 74 
recurrences in the same clinic, 53 were local. 
Schoute and Orbaan reported that a local recur- 
rence developed in 34.3 per cent of their non- 
radiated series—surely a reflection on the oper- 
ative technique or the selection of cases—as 
contrasted with 14.3 per cent in their radiated 
series. 
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Technique. The technique of radiation has 
changed so constantly that it seems wisest to 
omit detailed consideration. As indicated, Port- 
mann cast his vote against intensive radiation. 
Béclére, Holfelder, and Buchholz also rejected the 
more intensive types of treatment to revert to 
lighter treatments spread over a longer interval. 
Linder, on the other hand, recommended few in- 
tensive treatments in preference to frequent weak 
doses. Hintze, Pfahler, Lee, Lee and Herendeen, 
Bowing, Desjardins, and Evans and Leucutia 
have published detailed techniques of treatment. 
Doubtless all of these have since been abandoned 
for still further refinements and modifications. 
Wintz advised radiation castration as an aid to 
control of the disease. 

Dangers. Many authors have warned against 
possible lung damage. Swanberg described in 
detail with roentgenograms a case of fibrosis of 
the lung. Desjardins described the clinical picture 
of pleuropulmonitis and discussed the differential 
diagnosis of this condition from pulmonary 
metastases. Wintz and Hintze both warned 
against the possibility of the occurrence of this 
condition. 

Greenough warned in addition against the 
development of cancer in areas of radiation 
dermatitis, and demonstrated the rdéle of pre- 
operative X-radiation in defective wound healing. 

Surgical pathology of radiation. The tissue 
changes in radiated cases have received a careful 
description by Lee. After radiation, Bowing 
found an increase in the defensive factors 
described by MacCarty. Dupont and Leroux 
found just the reverse. Smith and Bartlett 
attempted with some success to demonstrate the 
relationship of radiation effectiveness to the 
degree of malignancy of the disease. The per- 
centages of their patients who were alive three, 
five, and seven years after treatment for medium 
or high malignancy by operation alone and by 
operation and X-ray radiation are shown in the 
following table: 


Medium malignancy High malignancy 


: Operation Operation Operation Operation 
Years alone and X-ray alone and X-ray 
3 61.8 63.6 16.2 63.6 
5 29.3 62.6 10 20 
7 30 41.6 6.9 50 


Classification of cases treated by radiation. 
Evans and Leucutia and Schreiner and Stenstrom 
have formulated schemes for classifying cases 
treated by radiation to permit comparisons of 
series. Lee found it useful to plot on a graph the 
number of survivors at various time intervals 
after treatment. This is also the scheme used by 
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Chart II. Survival from onset. 


Daland in recording his untreated series (Chart 
II). 

Radiation of primary operable cases. Results 
in this group are bound to be open to question 
because of the frequent lack of pathological! 
confirmation of the diagnosis. Pfahler reported 
43 cases in which 82 per cent of the patients were 
living after three years and 65 per cent were 
living after five years. Webster reported 15 
cases treated by radiation with “favorable arres| 
in most cases.’”’ Buchanan reported the cases oi 
33 patients, of whom 25 died of cancer. He does 
not think that the lives of these patients were 
prolonged. Twenty-five per cent were living and 
apparently well after three years as contrasted 
with 35 per cent of patients treated by operation 
alone. Lee reported a five-year cure in 36 per 
cent of 45 cases treated by radiation with or 
without palliative surgery. The results in cases 
treated with the X-ray alone were less satis- 
factory than those in cases treated with radium 


alone or combined with the X-ray.  Wintz 
reported 106 cases with results as follows: 
Cases Three-year 
treated cure 
Steinthal’s classification No. Per cen! 
LOND sea tasa nies sauilans au nle soa 21 95.2 
OE RE OPCE Tere rr eee eres 4! 68. 2 
RRMMIIED Biss epg: cic ks wana aioe ain wie dcave's 44 18.1 
Three- Four- Five- Six-  Seven- 
year year year year year 
Steinthal’s cure cure cure cure cure 
classification % % % % : 
Groups 1 and 2 77 65.9 48.5 32.1 20 
Ut ie Ue ane 18.1 8.5 18.8 10 ; 
These cases were controlled by pathological 


examination, and untraced patients were counicd 
as having died of cancer. On the basis of these 
figures Wintz concluded that cases of Steintha'’s 
Group 2 should be treated by radiation rather 
than by surgery. 








yn 








Radium. A few reports deal with treatment with 
radium as opposed to X-ray. Kirkendall had 
treated 817 cases of all classes. He reported no 
end-results, but was most enthusiastic about 
radium treatment. Bowing described the technique 
of radium therapy used at the Mayo Clinic, and 
Keynes the interstitial use of platinum-filtered 
radium. Handley combined radium implantation 
with radical operation and believed that he im- 
proved his results considerably by so doing. Lee 
reported 11 primary operable cases treated with 
radium. Sixty per cent of the patients were living 
and apparently free from disease five years after 
the treatment. Lee thought that the results ob- 
tained with platinum-filtered implants were better. 
In a follow-up of 633 cases in which he used chiefly 
filtered radium, Ward found that 112 (22 per 
cent) of 510 patients were alive after three years, 
51 (12.6 per cent) of 405 patients were alive after 
five years, and 5 (6.1 per cent) of 82 patients 
were alive after ten years. In addition, 40 per 
cent showed marked temporary benefit. Of the 
entire series of cases, 74 per cent were postopera- 
tive recurrences, and of the latter, 46 per cent wer 
supraclavicular. From this fact Ward concluded 
that operation had been offered in many cases 
that were too advanced. He thought that a 
technique of radiation recently adopted would 
yield even better results. 

Radiation in recurrent and inoperable cases. 
In cases of local operable recurrences Pfahler 
secured a three-year cure in 69 per cent and a 
five-year cure in 54 per cent by X-ray treatment. 
In 239 advanced recurrent and inoperable cases 
he obtained a three-year cure in 38 per cent and a 
five-year cure in 12 per cent. The duration of 
the condition in fatal cases in this series was as 
follows: 

Average time from onset to operation ....... I yr., 5 mos. 


Average time from operation to recurrence...1 yr., 4 mos. 
Average time from X-ray treatment to death.2 yrs.,9 mos. 


ABN sa AWTS SG Ake OSS census 5 yrs., 6 mos. 


Of 126 patients with advanced primary in- 
operable lesions, 41 per cent were alive after three 
years and 20 per cent after five or more years. Of 
these, 73 per cent showed X-ray evidence of 
metastasis in the chest or bones when the treat- 
ment was begun. The average duration of life 
from the onset of the lesion to the start of treat- 
ment was twenty-one months, and the average 
length of time from treatment to death three years 
and four months, the total duration being there- 
fore five years and one month. 

Lee recorded the average duration from the 
onset of recurrence to death as two years and 
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four months in a radiated series of cases, whereas 
in a non-radiated series of cases reported by Gib- 
son the corresponding length of time was six 
and one-half months. Lee published a series of 
133 inoperable cases treated with radiation, com- 
paring them with Daland’s too untreated cases. 
The 2 survival curves were practically identical. 
However, Lee pointed out that the average age in 
his group was less than that in Daland’s group 
and hence the prognosis should have been poorer. 
He concluded that X-ray therapy in this group 
relieves pain, heals ulcers, improves the general 
condition, and in some instances prolongs life. 
He gave three years as the postoperative duration 
of fatal non-radiated cases, as contrasted with 
three years and nine months in cases receiving 
pre-operative and postoperative radiation and 
four years and six months in cases treated by 
radiation alone. Of 54 inoperable patients whose 
cases were reviewed by Lee, 10 were living three 
years after the beginning of treatment, and of 
these 10, 4 showed no evidence of disease. Lee 
concluded that patients with recurrence who are 
treated by radiation live longer than those not 
receiving radiation, 

Schoute and Orbaan reported a case of recur- 
rence with abdominal and _ pleural metastases 
which was apparently cured by X-ray radiation. 


CONCLUSIONS 


It is evident that about 30 per cent of all 
radical operations result in a five-year cure. 
Recurrences continue for a much longer time, and 
the cures fall off year by year. In cases without 
axillary involvement the incidence of cure ap- 
proaches 70 per cent. A priori it would seem that 
postoperative radiation would diminish local 
recurrences. How it could affect already estab- 
lished metastases not in the radiated field is 
difficult to conceive. Many of the reports most 
enthusiastic for prophylactic radiation come from 
clinics where there is a very high incidence of 
local recurrence. On the other hand Greenough 
found no influence on local recurrence in a 
radiated series of cases. However, the radiation 
technique used in this series was antiquated and 
is no longer followed. It must be concluded on 
the evidence available that prophylactic radiation 
improves the results of operation. 

The evidence for radiation of operable cases in 
preference to operation is conflicting. Wintz’s 
series is the most significant. Results from other 
clinics do not bear out his findings. 

All are agreed that radiation is indicated in the 
treatment of inoperable primary and recurrent 
cases. Whether radiation prolongs life in this 
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group is debatable. What little evidence there is 
seems to show that it does. 

The details of radiation, whether pre-operative 
or postoperative, or both, whether given with the 
X-rays or radium or both, are still matters to be 
worked out. As suggested, probably most of the 
radiation techniques employed in the series of 
cases here cited have since been abandoned. 
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Fischer-Aschner, M.: The Etiology of Trachoma 
(Zur Aetiologie des Trachomas). Arch. f. Augenheilk., 
1931, Civ, 441. 

The author made examinations for the bacterium 
granulosis in sixty clinically definite cases of tra- 
choma in various stages and five clinically definite 
cases of follicular catarrh in children. In eleven of 
the cases of trachoma it was possible by the methods 
of Noguchi to isolate a motile, not constantly gram- 
negative bacillus. After a few days a marked mucus 
formation and sometimes a distinct yellow color 
appeared in the glassy, small gray colonies. Sub- 
culturing was successful six times with re-inoculation 
once a week. The strains were obtained from recent 
untreated cases of trachoma without cicatrix forma- 
tion and without pannus. Often, however, the 
strains died out before the fourth generation. This 
was attributed to the sensitiveness of the micro- 
organism to variations in the nutrient medium. 

Investigations with regard to complement fixation 
and agglutination with the serum of patients with 
trachoma showed, just as in normal controls, a 
negative result. Because of the formation of mucus 
the strains are not suitable for complement fixation. 
In the agglutination experiments it was found that 
all of the strains were spontaneously agglutinable. 
Moreover, in cases of trachoma no hypersensitive- 
ness to the micro-organisms mentioned was demon- 
strable by cutaneous, intracutaneous, or subcu- 
taneous inoculation with a vaccine prepared from 
these organisms. In experiments on eight mecacus 
rhesus monkeys a chronic conjunctivitis occurring 
in attacks and associated with the formation of 
superficial follicles and papillary hypertrophy was 
produced in two of the animals with a mixture of 
strains of the bacterium granulosis obtained from 
the Rockefeller Institute. However, this con- 
junctival disease did not correspond to human 
trachoma in its character or course. It resembled 
more closely the spontaneous folliculosis of monkeys. 
In the cases of both animals the bacterium granulosis 
could be recultured from the conjunctiva. An experi- 
ment on animals carried out with a strain cultured 
by the author himself was negative. The author 


concludes that we cannot deny the etiological im- 
portance of the bacterium granulosis inasmuch as 
the negative experimental results may have been 
due in large part to resistance of the monkeys or low 
virulence of the bacterial strains. 

ROHRSCHNEIDER (0). 
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ABSTRACTS OF CURRENT LITERATURE 


HEAD AND NECK 


Kirby, D. B.: The Anterior Vitreous in Health and 
in Disease. Arch. Ophth., 1932, vii, 241. 

A study of the anterior vitreous of the human eye 
in health and disease was undertaken to correlate the 
existing knowledge concerning the so-called hyaloid 
membrane and retrolental space and to answer some 
of the disputed questions concerning structures and 
relations in this area of the human eye. 

Embryological studies by Mann demonstrated 
that the anterior vitreous consists of the primary 
vitreous, which is directly posterior to the crystalline 
lens in the adult, and the secondary vitreous, which 
is separated from the primary vitreous by a conden- 
sation layer representing the wall of the canal of 
Cloquet. 

The layer known to surgeons as the “‘hyaloid 
layer’ has been described by anatomists as being 
in apposition with the posterior lens capsule except 
for a capillary space, but this conception was ren- 
dered doubtful by slit-lamp microscopists who found 
a retrolental dark space uniformly in normal eyes. 

Examination of the vitreous with the aid of polar- 
ized light demonstrates that there is no structureless 
membrane in or surrounding the vitreous. Ultra 
microscopic examination led to the hypothesis that 
the vitreous is a gel without a fibrous structure. The 
appearance of fibrils or curtains is the result of the 
superimposition of numerous ultramicroscopic mi 
celles. The structures or curtains that are seen in the 
normal vitreous are therefore condensation layers. 
The most anterior of these must represent the so 
called hyaloid layer and is to be found directly back 
of the posterior lens capsule, separated from the lat 
ter by only a capillary space and kept in apposition 
with the posterior lens capsule by the intravitreous 
pressure. 

Observation of the region of the posterior lens 
capsule, both directly and with the specular reflex, 
discloses a fibrillar layer posterior to the capsule. 
The arc line and other remnants of the branches 0! 
the hyaloid artery may be found attached to this 
fibrillar condensation layer. They are attached io 
the lens capsule only secondarily through the inti- 
mate contact of the anterior condensation layer with 
the lens capsule at its periphery. 

The visibility of the outstanding beam throuzh 
the retrolental space proves that this space is not 
optically inactive. The fact that the visibility of 
this beam is greater than that of the aqueous proves 
that the retrolental space contains a colloid which is 
different from that of the aqueous humor. The latter 
does not exist as such in the retrolental space. How- 
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ever, the fluid in solution in the gel of the vitreous 
protein is of the same nature as that of the aqueous. 

The retrolental dark space is proved to contain 
primary vitreous humor since it is demonstrated to 
be the anterior portion of the canal of Cloquet. The 
“moiré” curtain at the posterior wall of the retro- 
lental space is nothing else than the condensation 
layer separating the primary and secondary vitreous. 

Liquefaction of the vitreous undoubtedly repre- 
sents a lysis of the colloidal gel. This may possibly 
be effected by an enzyme action producing digestion 
of the ultramicroscopic micelles. The typical normal 
appearance is replaced by a condition presenting a 
variety of formations which probably represent ag- 
gregations of the ultramicroscopic fibrils into dots, 
nodes, and fibers of a higher refractive index. These 
appear as if suspended in a fluid of varying degrees 
of viscosity. Floating membranes may thus occur 
without fibroblastic invasion of the vitreous. 

Particulate bodies in the retrolental space behave 
as if they were enmeshed in a gel such as the vitreous 
is conceived to be. Such bodies, except for develop- 
mental remains, may always be considered indica- 
tive of a pathological condition. In nearly every case 
of iritis, cells and débris may be found in the retro- 
lental space at the same time that they appear in the 
anterior chamber. From this standpoint cyclitis is 
undoubtedly coincident with iritis. In cases of sus- 
pected cyclitis or uveitis, the retrolental space 
should always be examined for cells. In choroiditis, 
cells may reach the retrolental space through the 
vitreous from the posterior lesion. Clearing of the 
retrolental space of cells and débris is undoubtedly 
accomplished in the same manner as in the rest of 
the vitreous by a process of lysis and digestion and 
phagocytosis by the tissue macrophages. In all cases 
of detachment of the retina with a tear and in cases 
in which a tear has been suspected, reddish-brown, 
lustrous pigment granules exfoliated from the retinal 
pigment epithelium of the area of the tear have been 
observed in the retrolental space. 

After operation on the lens in which the posterior 
capsulozonular structures are left intact, the rela- 
tions in the retrolental space remain unaltered. 
After uncomplicated intracapsular extraction of the 
lens there is to be observed a delicate condensation 
layer of so-called hyaloid limiting the anterior vit- 
reous and an area corresponding to the retrolental 
space. Posterior to this space, the typical ‘‘moiré”’ 
curtain that is normally seen at the posterior border 
of the retrolental space may be observed in a certain 
number of cases. In the elderly, partial liquefaction 
of the vitreous is common. Therefore normal ap- 
pearances are not preserved in all cases after opera- 
tions for cataract. After the discission of secondary 
cataract, division of the anterior condensation layer 
is the rule and herniation of the vitreous through the 
pupil is common. Even in this condition there ap- 
pears an intact line of separation from the aqueous 
produced by the difference in surface tension of the 
aqueous and vitreous. 

The author’s conclusions are as follows: 
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1. There is a condensation (hyaloid) layer repre- 
senting aggregations of ultramicroscopic micelles 
limiting the vitreous anteriorly. 

2. This layer is in apposition with the posterior 
lens capsule except for a capillary space that con- 
tains a fluid which is presumably like the aqueous, 
but is kept practically obliterated by the intravit- 
reous pressure. 

3. The retrolental space, limited anteriorly by 
the anterior condensation layer and posteriorly by 
the wall of the canal of Cloquet, contains primary 
vitreous. Lestig L. McCoy, M.D. 


EAR 


Fernandez, A. A.: Painful Nodules of the Ear 
(Nédulos doloros de la oreja). Semana méd., 1931, 
XXXVili, 1693. 

A man thirty-eight years of age sought treatment 
for small nodules along the upper edges of his ears 
which were so intensely painful that at night he was 
obliged to lie on his back or hold his ear in the hollow 
of the palm of the hand to protect it from the pres- 
sure of the pillow. The pain irradiated to the rest 
of his head and his arm. 

The nodules ranged in size from that of a pinhead 
to that of a grain of wheat. The skin over them was 
a shining waxy white. Over the most prominent 
part of the larger nodules there were small scales 
which could easily be rubbed off. When this was 
done slight haemorrhages occurred. 

When the nodules were removed and examined 
histologically they were found to be formed around 
an enlarged vessel as an axis. They were made up of 
smooth muscle fibers, epithelioid cells, collaginous 
tissue, and amyelinic nerve fibers. They were ap- 
parently neuromyo-angiomata analogous to the 
tumors found by Masson beneath the finger nails. 
Similar neoplasms have been discovered on the 
forearm and thigh. They may occur in any tactile 
area of the skin, but are most common in the areas 
where tactile sensation is most highly developed. 

AuprEY Goss MorGan, M.D. 


NOSE AND SINUSES 


Pfahler, G. E.: A Demonstration of the Lymphatic 
Drainage from the Maxillary Sinuses. Am. J. 
Roentgenol., 1932, XXvii, 352. 


Pfahler reports the case of a man with enlargement 
of the lymph glands of the neck who was referred to 
him for treatment with the diagnosis of lympho- 
sarcoma. On further study the glands were found 
to be inflamed. There was some infection of the 
lymphatic tissue of the region from which the tonsils 
had been removed. The tonsillar areas and all of the 
involved lymphatic areas were treated by irradia- 
tion. Complete recovery resulted. 

About ten weeks before the patient was seen by 
Pfahler his maxillary sinuses had been injected with 
lipiodol. When Pfahler examined him the left an- 
trum was completely empty, but on the right side 


A lateral view of the sinuses and neck taken ten weeks 


after the injection of lipiodol. There was practically no 
change from a month before. 

there was retention of a globule of lipiodol measur- 
ing 1.5 by t cm. The roentgenograms showed also 
small deposits of lipiodol in the lymph spaces. These 
were distributed from the zygoma to the clavicles 
on both sides, but were most numerous in the sub- 
mental and sublingual spaces. On the left side they 
could be traced definitely to the thoracic duct, and 
on the right side to the junction of the jugular and 
subclavian veins. Examination at intervals revealed 
little diminution in the amount of lipiodol over a 
period of more than a year. 

Pfahler regards it as noteworthy that some ab- 
sorption occurred upward as well as downward, and 
that there were no collections in what could be 
identified as lymph glands. These observations sug- 
gest that such drainage passes directly through the 
glands. Pfahler believes that the wide distribution 
explains some of the difficulties encountered in dis- 
sections of lymphatics when metastasis has occurred 
by permeation and accounts for the extensive infil- 
tration and recurrence seen after such dissections. 

Cuarves H. HEAcock, M.D. 


PHARYNX 


Hansel, F. K.: Malignant Tumors of the Naso- 
pharynx with Involvement of the Nervous 
System. Ann. Olol., Rhinol. & Laryngol., 1932, 
xi, 74. 


Hansel reports nine cases of malignant tumor of 
the nasopharynx with involvement of the nervous 
system. 


He states that early diagnosis is often 
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difficult on account of the small size of the primary 
growth and the absence of nasopharyngeal symp- 
toms. In the early stages of the disease extranasal 
symptoms are commonly present. These are usually 
pain in the eye and the side of the face, toothache, 
earache, deafness, tinnitus, diplopia, blindness, 
proptosis, enlargement of the cervical glands, dys- 
phagia, aphonia, hoarseness, and symptoms due to 
distant metastasis. 

The cranial nerves are usually involved extra- 
cranially. Those passing through the sphenoid fis- 
sure are affected most commonly. The sixth nerve 
is involved most often and the fifth nerve next 
most often. NATHAN N. Crown, M.D. 


Trotter, W., von Eiken, Hunter, J. B., Colledge, L., 
and Others: Discussion on the Treatment of 
Malignant Disease of the Hypopharynx. Proc. 
Roy. Soc. Med., Lond., 1932, xxv, 431. 

TROTTER states that epithelioma of the hypo- 
pharynx has 5 common starting points: the ary- 
epiglottic fold, the pyriform sinus, the lateral wall, 
the posterior wall, and the postcricoid region. AI- 
though these points are not far removed from one 
another, growths originating in them differ widely 
in their symptoms and prognosis and in the treat- 
ment they require. 

In cases of epithelioma arising from the ary- 
epiglottic fold, the prognosis is favorable because 
the growth causes hoarseness and stridor in the 
early stages and can be removed without causing 
mutilation. Epitheliomata arising in the pyriform 
sinus may also be removed easily by excision, but 
are often overlooked. When the growth is located 
in the posterior wall an immediate plastic reconstruc- 
tion by a skin flap is required. Growths of the 
postcricoid region have 3 very remarkable peculiar- 
ities. They are found as a rule in women; they occur 
considerably earlier than cancer of the pharynx in 
men; and they are often preceded by dysphagia of 
many years’ standing. 

Local excision of cancer of the pharynx can be 
recommended with reasonable confidence only when 
the patient is edentulous, the growth is still confined 
to the pharyngeal wall, and the gland involvement 
is limited. In 8 cases cited by Trotter the average 
freedom from recurrence after the operation was 
over eight years. Trotter performs a lateral trans 
thyroid pharyngotomy. 

Von EIKEN says that as he considers surgical 
intervention unfavorable in carcinoma of the hypo 
pharynx he has conducted investigations with regard 
to radium treatment. He applies a radium pack 
externally as a preliminary to surgical intervention 
With this treatment he had remarkable success in 
a case in which both the true and the false voca! 
cords were involved. When he employs irradiation 
in conjunction with surgery he places radium 
carriers in direct contact with the tumor for thre 
or four days. Sometimes he adds thorium. Of 1 
cases treated in this way, the tumor has completels 
disappeared in 2, the tumor has decreased in size 
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but the symptoms remain in 5, and no improvement 
has been noted in 4. Von Eiken believes that 
Coutard’s method and his own technique of apply- 
ing radium after surgical intervention promise im- 
provement in the results in carcinoma of the hypo- 
pharynx. 

COLLEDGE states that in early cases without vocal 
cord paralysis lateral pharyngotomy is the ideal 
operation and in advanced cases the Gluck opera- 
tion is justifiable. In cases unsuitable for operation 
radon seeds may be implanted. 

HArRMER reports that he has treated 106 patients 
by radiotherapy. The poor results he attributes to 
improper selection of the cases and inadequate 
dosage. He hopes that a better technique and more 
thorough irradiation will give relief in a larger per- 
centage of cases of inoperable growths. 

CADE states that the choice of method depends 
upon the site, extent, and type of the disease. 
Epilaryngeal growths should be treated with radium 
in preference to surgery; postcricoid growths, by 
surgery when possible; and pyriform fossa growths 
with split doses of massive quantities of radium. 
In all cases preliminary X-ray treatment is indicated. 

MOLLISON says that he favors deep X-ray treat- 
ment for postcricoid growths. 

HUNTER emphasizes the importance of a most 
careful examination because the symptoms of car- 
cinoma of the hypopharynx are often vague. He 
states that on indirect examination a pool of mucus 
behind the larynx or oedema of the arytenoids may 
be seen. Valuable information may be obtained by 
digital examination. In doubtful cases direct exami- 
nation is necessary. GerorGE R. McAuttrr, M.D. 


Macmillan, A. S.: 
(sophagus. 


Pouches of the Pharynx and 
J. Am. M. Ass., 1932, xcvili, 964. 


Following a review of the literature on diverticula 
of the pharynx and oesophagus and a discussion of 
the mode of development, incidence, and diagnosis of 
these pouches, the author reports upon eighteen 
cases of diverticulum of the pharynx and five of 
diverticulum of the oesophagus. 

Zenker divided diverticula into two types: pulsion 
diverticula, due to pressure from within, and trac- 
tion diverticula, due to a pull from without. Di- 
verticula of the pharynx are of the pulsion type, 
whereas those of the cesophagus may be of either 
type. 

The author’s eighteen cases of diverticulum of the 
pharynx constituted less than 2 per cent of 1,000 
cases in which treatment was sought for dysphagia. 
Fourteen of the patients were males. There is no 
treatment of any value except surgical removal. 

Of the author’s five cases of cesophageal diver- 
ticulum, the diverticulum was found in the upper 
third of the oesophagus in one and in the middle 
third in four. The diverticula were of the traction 
type. (Esophageal diverticula occur with equal fre- 
quency in both sexes, but are found in only 0.5 per 
cent of cases of dysphagia. The chief cause of 
wsophageal diverticula of the traction type is in- 
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fection of the tracheobronchial glands. Cisophageal 
diverticula rarely cause symptoms, and are usually 
found during X-ray examination for some other con- 
dition. No form of treatment is satisfactory. 

M. HerBert Baker, M.D. 


NECK 


Meyer, H. W.: Congenital Cysts and Fistulz of 
the Neck. Ann. Surg., 1932, xcv, 1, 226. 

The development of the branchial apparatus in 
the human embryo begins in the second half of the 
first month. In the course of the second month the 
branchial apparatus completely disappears. In the 
early stages, as the heart descends, the medial ends 
of the first arch are near each other. These form the 
lower border of the primary mouth cavity. The 
second arches are separated to a certain degree, the 
third more, and the fourth even more. Thus is 
formed a triangle with its apex at the mid-portion 
of the first arch. This triangle is occupied by the 
heart. From within, an area formed of three arches, 
called the ‘‘mesobranchial field,’ is formed. In this 
area is found an elongated oval, fairly large bent body 
with its convexity posterior, which His called the 
“furcula.”” From the furcula the medial portion of 
the base of the tongue and the epiglottis develop, 
and from its lower portion the glottis itself is 
formed. During further growth, the arches grow 
and tend to meet in the midline. In the later stages 
each branchial arch and cleft crosses the pharyngeal 
arch and pouch because the mesial ends of the 
branchial arches and clefts run forward, upward, 
and orally, while the pharyngeal arches and pouches 
run downward, backward, and aborally. The bot- 
toms of the clefts and pouches run in different 
directions and therefore are in contact only for very 
small areas where small occluding membranes are 
present. 

It is accepted that the following structures de- 
velop from the following clefts and arches: 

First cleft: external auditory canal and ear lobe. 

Second cleft: tonsillar fossa. 

Third cleft: thymus. 

Fourth cleft: lateral lobes of the thyroid. 

First arch: lateral portion of the upper lip, upper 
jaw, lower lip, and lower jaw, and the body of the 
tongue. 

Se .nd arch: body of the hyoid bone, stylohyoid 
ligament and muscle, anterior portion of the base 
of the tongue, and arcus palatoglossus. 

Third arch: greater cornu of the hyoid bone, pos- 
terior portion of the base of the tongue, and arcus 
palatopharyngeus. 

Fourth, fifth, and sixth arches: soft parts in the 
region of the greater cornu of the hyoid bone. 

The position of the entire branchial apparatus in 
the earlier stages as well as the location of the final 
rests indicate that this apparatus belongs more to 
the head than to the neck region. The lower border 
of the hyoid forms the lower border of all the remains 
of the branchial apparatus, and nothing below this 
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line has any genetic connection with the branchial 
apparatus. All congenital anomalies caused by in- 
complete retrogression of the branchial apparatus 
are located in the region above the lower border of 
the hyoid bone. Therefore most congenital anoma- 
lies of the neck do not arise in the branchial appa- 
ratus, but have their origin in other causes. 

The thymic canal develops from the third pharyn- 
geal pouch and extends obliquely from the lateral 
pharyngeal wall down to the sternum. From the 
lower end of the canal the thymus develops as a 
glandular structure. Asa rule the thymic canal re- 
trogresses, but sometimes it persists throughout life. 
The segments persisting are usually in the lower 
portion. Rests of the thymic canal may form a 
fistula or cyst. If the canal persists, a complete 
fistula will result. Lateral fistule coincide with the 
thymus in direction and in histological character. 
Their walls may be covered with squamous epi- 
thelium, but also may show ciliated cells. 

The lateral thyroid lobes also have a short lateral 
canal that disappears early in embryonic life. As 
this canal is analogous to the thymic canal, the 
assumption seems justified that a fistula or cyst 
might develop from it. 

From the facts reviewed it is evident that the 
clinical and anatomical characteristics as well as the 
microscopic structure of lateral cysts and fistule are 
closely related to the findings of anatomical examina- 
tion of the embryo. It must be recognized that 
lateral cysts and fistula are closely related to the 
thymic canal. Therefore they should be called 
“branchiogenetic” instead of ‘“‘lateral’” cysts and 
fistula. 

The treatment of such cysts and fistulz is surgical. 
Complete excision is necessary for cure. 

The following changes may occur in the walls of 
the cysts and may be classified as complications: 

1. Inflammation. This may form an abscess of 
the cyst. 

2. Blood-vessel changes. 
blood cysts following injury. 

3. Cystadenoma. This may develop from glan- 
dular elements coming from the entoderm. 

4. Lymphangioma. This arises from lymphatic 
elements in the cyst wall. 

5. Chondroma. This develops from misplaced 
heterotopic tissue. 

6. Teratoma. There is no explanation for the 
presence of epithelial structures in the cysts. 

7. Carcinoma. In lateral cysts and fistulae of the 
neck the development of cancer is rare, but in the 
epithelial rests of the sinus of the branchial system 
it is not uncommon. 

In differential diagnosis it is necessary to rule out 
lipoma, lymphatic hygroma, tuberculous lymph 
node, and metastatic lymph-node carcinoma. 

The mid-thyroid anlage develops from the epi- 
thelium of the floor of the mouth as a thick-celled 
strand without a lumen. In its rapid growth the 
anlage drags surrounding cells into the depth of the 
mesenchyme. The inherent embryonal charac- 


These may produce 
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teristics continue in these epithelial rests as they 
do in the mouth and the rests can grow and develop 
and change into different types of cysts. 

The thyroid anlage divides into halves. The un- 
paired part of the thyroglossal tract retrogresses 
and disappears either totally or partially. 

The hyoid bone develops in the fourth to fifth 
week. The body of the hyoid comes into close con- 
tact with the already well-developed thyroglossal 
tract, presses into the tract, injures it, subdivides 
it at certain points, and changes its direction. 

The retained rests of the mid-thyroid anlage are 
epithelial structures from the floor of the mouth and 
are spread out between the foramen cecum and the 
mid-thyroid anlage. They are most frequent in the 
root of the tongue and the hyoid and become rarer 
the nearer the mid-thyroid anlage is approached. 
The thyroid particles usually remain as atrophic 
parts of the gland. The epithelial rests change into 
cysts which are lined with ciliated, squamous, and 
mixed epithelium. 

Cure requires complete removal of the cyst, the 
hyoid bone, and the tissues running from the hyoid 
bone to the foramen cecum. Samuet Kaun, M.D. 


Jenkins, R. L.: Basal Metabolism. I. The Error of 
Basal Metabolism Determination and the 
Normal Range of Basal Metabolism. II. The 
Basal Pulse Complex. Arch. Ini. Med., 1932, 
xlix, 181, 188. 


The value of basal metabolism determinations 
depends upon the limits of error of the determina- 
tions. The first step in the study of this error is the 
establishment of the range of basal metabolic rates 
in normal persons. As the zero point differs in 
different laboratories because of variations in popu- 
lation and in the technique and apparatus used in 
the determinations, it is advisable for each laboratory 
to establish its own zero point. This may be done 
by making determinations on a minimum of twenty- 
five normal persons or taking the modal point of a 
very large series of unselected cases. 

The normal dispersion is a product of the true 
normal range and the errors of measurement. This 
dispersion should be kept at a minimum. The use 
of the Harris-Benedict standard or the Dreyer 
standard based on observed weight reduces the 
normal range as compared with the Aub-Du Bois 
standard. The error introduced by the standar 
may be further reduced by comparing two or three 
standards in all doubtful cases. A definition of th 
normal range of basal metabolism is necessaril) 
arbitrary. The usual delimitation of the norma! 
range to 21 per cent is probably low, even when « 
good technique is used. This might be supplemente:! 
by regarding all cases deviating from 10 to 17 pe! 
cent from the zero point as doubtful. 

The importance of elevations in the pulse rat: 
and pulse pressure in the diagnosis of thyroid dis 
turbances has long been recognized. In 1924, Rea: 
published a formula for the prediction of the basa! 
metabolism from the basal pulse rate and the basa: 
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pulse pressure. From a large series of determina- 
tions the author has derived a formula for computing 
the basal pulse complex from the basal pulse rate 
and the basal pulse pressure. The values are com- 
parable to those of basal metabolism determinations 
for adults. The formula is not intended as a sub- 
stitute for basal metabolism determinations except 
under conditions in which the latter are impossible. 
It is recommended as a confirmatory measure, 
particularly in the diagnosis of doubtful cases and 
in checking the course of the disease under treat- 
ment. LEO ZIMMERMAN, M.D. 


Elliott, C.: The Medical Aspect of Thyrotoxicosis. 
Radiology, 1932, xviii, 549. 

The thyroid gland functions in conjunction with 
the other ductless glands and the sympathetic nerv- 
ous system. Under conditions of excessive nervous 
strain and in the presence of certain chronic infec- 
tions symptoms of thyroid origin identical with those 
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of thyroid disease may develop in the presence of a 
perfectly normal gland. In such cases treatment 
directed toward the control of hyperthyroidism is 
bound to fail. It is safer to defer treatment of the 
thyroid until the diagnosis is established beyond 
doubt. 

Difficulty in diagnosis is experienced also in the 
cases of thyrocardiacs in whom the manifestations of 
hyperthyroidism are overshadowed by the cardio- 
vascular symptoms. If the condition is permitted 
to continue long enough, organic myocardial changes 
may supervene. 

A fourth group of cases presenting difficulty in 
diagnosis are those of hyperthyroid patients who are 
under partial iodine control. Iodine therapy should 
be withheld until a positive diagnosis is made. 
Hyperthyroid crises may simulate severe general in- 
fection, encephalitis, cardiac failure, and acute sur- 
gical conditions of the abdomen. { 

LrEo M. ZIMMERMAN, M.D. 











BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Burgeat and Guibal: Late Intradural Hemorrhage 
Following Brain Trauma (Hémorragie intradurale 
a symptomatologie retardée consecutive 4 un 
traumastisme du crane). Bull. et mém. Soc. nat. de 
chir., 1932, lvili, 200. 


The authors report two cases of late subdural 
hemorrhage after trauma to the brain which were 
very much alike. In both, the injury to the brain 
was followed at first by only slight symptoms, but 
several weeks later serious signs of brain compression 
developed. In Burgeat’s case the interval was forty- 
three days, and in Guibal’s case a month. In both 
cases trephination was followed by recovery. 

Subdural hemorrhage is more frequent than was 
formerly believed and plays an important part in the 
complications of brain trauma. In the authors’ cases 
the hemorrhage was probably due to a simple contu- 
sion without fracture. In some cases the hemor- 
rhage covers the entire surface of the brain whereas 
in others it is circumscribed. Sometimes it occurs 
from the brain parenchyma and sometimes from a 
ruptured vessel. It may not occur until as long as 
four months after the injury. However, the free 
interval is rarely entirely free. As a rule there are 
some brain symptoms. Chief among these are head- 
ache and slight psychic disturbances. Guibal’s 
patient suffered from violent migraine and showed 
changes of character within a few days after the 
accident. The development of the signs of brain 
compression is generally gradual, with successive 
periods of aggravation corresponding to renewal of 
the hemorrhages separated by periods of apparent 
improvement. However, in Burgeat’s case a right 
hemiplegia developed within two weeks, and in 
Guibal’s case the beginning was sudden, with severe 
headache, vomiting, agitation, and delirium which 
in a few hours gave way to torpor and complete coma. 
The cortical signs are variable and often very diffi- 
cult to interpret. Of chief importance is recognition 
of the signs of general hypertension which endangers 
life and necessitates operation whether the hamor- 
rhage is extradural or subdural. It is sometimes 
difficult to determine the site of the hamorrhage. 
In Guibal’s case there were localizing signs on both 
the right and the left sides. Guibal trephined on 
the right side as this was the side of the trauma. He 
concluded that the right side was injured directly by 
the effusion of blood and the left side indirectly by 
being pushed against the skull. 

It was formerly believed that opening of the dura 
mater would be fatal, but this theory has been 
proved incorrect. Burgeat was able to evacuate the 
hematoma in his case by simple puncture as the 
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blood was liquid, but in cases with clotted blood the 
dura mater must be opened. In the opinion of 
LENORMANT, who read the reports of Burgeat and 
Guibal to the Society, the dura should not be sutured 
after evacuation of the clots. Guibal sutured it only 
incompletely as he feared another effusion. In both 
Guibal’s and Burgeat’s cases the patient recovered 
from the coma during the course of the operation. 
Burgeat’s patient regained his speech and the use of 
his limbs at the same time. The patients were back 
at work seven and eight months respectively after 
the operation. 

All patients with severe injury of the brain and all 
patients subjected to trephination of the skull may 
develop late sequela. In some of the cases of sub- 
dural hemorrhage reported in the literature death 
has resulted, probably because of deep or dissemi- 
nated lesions of the brain not accessible to surgery. 

AuprEY Goss Morcan, M.D. 


Alessandri, R.: Traumatic Jacksonian Epilepsy: 
Principles of Rational Surgical Treatment. 
Hemostasis and Replacement of Tissues in 
Cerebral Surgery (Epilessia jacksoniana post 
traumatica: criteri di cura chirurgica razionale. 
Emostasi e piombaggio in chirurgia cerebrale). Ann. 
ital. di chir., 1932, Xi, 1. 

Alessandri recommends the following procedures 
for traumatic jacksonian epilepsy: 

1. Excision of meningeal scars and filling of the 
defect with fresh fascia lata. 

2. Removal of all bony fragments and repair of 
the bony defect with strips of bone obtained from 
the outer table of the skull. 

3. Excision of all scarred or cystic areas in the 
cerebral cortex. 

4. Filling of the dead space left by removal of the 
cortical scar with autogenous muscle grafts. 

Three successfully treated cases of traumatic 
jacksonian epilepsy are reported. 

R. GLEN SpuRLING, M.D. 


Balado, M.: Endoscopic Examination of the Cere- 
bral Ventricles (I:xamen endoscépico de los ven 
triculos cerebrales). Semana méd., 1931, XXxvili 
1942. 

The author has explored the ventricles by endo 
scopic examination in six cases and has found th: 
procedure harmless. It cannot be used unless th 
ventricles are more or less enlarged. It requires « 
very careful technique, and should be performed on! 
by a surgeon with a thorough knowledge of th 
anatomical details of the cerebral ventricles. 

When the occipital pole is to be examined an in 
sion is made two fingerbreadths from the midline an 
two fingerbreadths above the superior curved line « 
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the occiput. The bone is then trephined and the 
ventricle punctured. The size of the ventricle can be 
judged approximately from the amount of fluid 
withdrawn. The fluid is preserved as its re-injection 
may be necessary. On withdrawal of the needle the 
endoscope is introduced through the same tract. 
When the endoscope reaches the occipital pole of the 
ventricle the light is lighted and focused on the walls 
of the ventricle. The folds of the hippocampus are 
then readily recognized or the veins of the inner and 
upper wall of the ventricle are seen. When the latter 
are followed up the glomus of the choroid plexus is 
reached. This has a very characteristic appearance. 
When the choroid plexus is followed and the objec- 
tive turned upward and inward, Ammon’s horn can 
be seen projecting into the ventricle. The fimbria is 
partly covered by the choroid plexus. 

When the frontal part of the ventricles is to be 
explored the ventriculoscope is introduced from in 
front through an incision made over the frontal 
eminence. To enter the third ventricle a lateral 
approach is used with the illuminating apparatus 
perpendicular to the orifice of the foramen of Monro. 
On the lower and external wall of the frontal pole 
of the ventricle the head of the caudate nucleus with 
the putamen can be seen. It is recognized from its 
pinkish-gray color and the large veins that run over 
it. The upper wall of the ventricle at this point is 
made up of the corpus callosum. 

On completion of the endoscopic examination a 
roentgenogram is made following the injection of 
4 c.cm. of lipiodol. 

This method is indicated for the exploration and 
treatment of anatomical lesions of the ventricles and 
for experimental studies of the nuclei by means of 
stimulation or extirpation. 

Auprrey Goss Morcan, M.D. 


Alpers, B. J., Yaskin, J. C., and Grant, F. C.: 
Primary Fibroblastoma of the Brain. Arch. 
Neurol. & Psychiat., 1932, xxvii, 270. 

The authors report a case of primary fibro- 
blastoma of the brain occurring in a man fifty-two 
years of age. This is the fourth verified primary 
fibroblastoma of the brain to be recorded. The 
symptoms were of two years’ duration. An en- 
capsulated tumor 4 cm. in diameter was removed 
from a depth of 1 cm. in the right motor area. 
Autopsy performed seventy-two hours after the 
operation failed to reveal a tumor anywhere except 
in the brain. The greater part of the tumor had the 
histological structure of a fibroblastoma, but certain 
areas presented a peritheliomatous appearance. 
A large number of the tumor cells were undergoing 
mitosis. 

The authors believe the neoplasm may have been 
derived from fibroblastic pericytes or the pial mem- 
brane surrounding the cerebral blood vessels. They 
were certain, however, that it had its origin in meso- 
dermal elements, either fibroblasts or cells capable 
of differentiating into fibroblasts. 

RoBERT ZOLLINGER, M.D. 





NERVOUS SYSTEM 31 


Cox, L. B.: On the Relation of Sluder’s Neuralgia 
to the Trigeminal Nerve and to Other Facial 
Neuralgias. Med. J. Australia, 1932, 1, 202. 

This article is the second in which the author 
attempts to prove that Sluder’s neuralgia may be 
due to an infective neuritis involving tibers derived 
from the archaic deep ophthalmic nerve which in 
man is phylogenetically distinct from the remainder 
of the fifth nerve and is represented by the naso- 
ciliary nerve. Two typical cases of Sluder’s neural- 
gia are discussed, one in each article. In the first 
case the condition was relieved by injection of the 
gasserian ganglion with alcohol by way of the fora- 
men ovale, and in the second by repeated partial 
section of the sensory root with final section of the 
ophthalmic fibers. 

The article contains a detailed discussion of the 
anatomy and neurology of the sensory root of the 
trigeminal nerve and of modern surgical methods of 
attacking it. Eric OLpBERG, M.D. 


SPINAL CORD AND ITS COVERINGS 


Julliard: Chordotomy (La cordotomie). Rev. méd. 
de la Suisse Rom., 1932, lii, 20. 


Chordotomy is section of the anterolateral tract 
of the cord (Gower’s bundle) which is bounded in 
front by the anterior root and behind by the dentate 
ligament. As this tract carries only sensory fibers, 
neither motor nor sympathetic fibers are injured. 
Only the sensory fibers for pain sensation, not those 
for tactile and deep muscle sensation, are affected. 
The object of the operation is to prevent pain. 
The author advises it only for cases of intolerable 
pain in which the patient’s life is in grave danger, 
such as hopeless cases of cancer. By some, it is 
advocated for chronic painful conditions that do 
not threaten life, such as chronic sciatica, progressive 
arthritis of the hip, and painful amputation stumps. 
However, as it is dangerous unless it is performed 
by a very skilled and experienced surgeon, Julliard 
thinks it should be used with great reserve. He 
reports a case of cancer of the rectum in which it 
gave excellent results in the control of the pain. 

Chordotomy is performed preferably under local 
anesthesia, but may be done under general anis- 
thesia. The dura mater is anesthetized with a 
novocain tampon. The section of the tract itself 
is painless. Laminectomy of 3 or 4 vertebra should 
be performed to expose the dura for an extent of 
6 or 7 cm. The level of the operation depends on 
the site of the pain to be controlled. For the relief 
of pain in the pelvis and lower limbs it should be 
between the fourth and sixth lumbar vertebra. The 
dura mater is opened slowly. Section of a posterior 
root may be necessary, but sometimes it may be 
possible to pass between the roots. The dentate 
ligament is used as a guide as it marks the posterior 
boundary of the tract to be sectioned. The cord is 
rotated in order to reach the anterolateral tract. 
This stage of the operation must be performed very 
carefully or serious injury may result. A small 
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cataract bistoury is used with a stop to prevent 
penetrating more than 3 cm. The higher the section 
the less the depth of the incision. It is very difficult 
to make the incision exactly the right size. If the 
incision is too small, the operation is not effective, 
and if other tracts are touched serious consequences 
such as motor paralyses, disturbances of micturi- 
tion and defecation, pain from root lesions, or dis- 
turbances of the sympathetic from lesions of the 
anterior horn may ensue. 

The results of anterolateral chordotomy are better 
than those of peripheral neurectomy, vascular sym- 
pathectomy, root section, and section of the posterior 
bundles of Goll and Burdach. For a few days after 
the operation there is sometimes girdle pain. Tem- 
porary paresis of the lower limbs occurs in about 
20 per cent of the cases, probably because of trac- 
tion on the cord or slight interstitial haemorrhages. 
It is difficult to determine the mortality of the opera- 
tion as it becomes confused with that of the disease 
for which the operation was performed. 

Of 144 cases collected by the author, the results 
were good in 108 (75 per cent) and incomplete in 9 
per cent. In 4 per cent the operation failed because 
the technique was faulty, and in 5 per cent a re- 
currence developed. The mortality ranged from 5 
to 7 per cent. De Martel has performed chordotomy 
in 58 cases. The danger of the operation is due to 
the possibility of late complications such as urinary 
disturbances and bedsores. 

Auprey Goss Morcan, M.D. 


Migliavacca, A.: The Possibilities for Recovery 
from Injuries of the Spinal Cord as Determined 
by Experimental Rachiotomy on the Fetus 
(Kritische Beobachtungen ueber die Heilungsmoeg- 
lichkeit der Rueckenmarksverletzungen bei der ex- 
perimentellen Rachiotomie des Fetus). Ziéschr. f. 
Geburtsh. u. Gynaek., 1931, Ci, 184. 

In a study of the processes of regeneration in the 
nervous system of the lower vertebrates Migliavacca 
has recently obtained some unexpected results. The 
less complex organization of the nervous system 
in these animals permits more exact individualiza- 
tion of the processes of regeneration. Microscopic 
slides demonstrate that after they have been di- 
vided the fibers in the spinal cord may reunite and 
some of the functions controlled by them may be 
resumed. 

In the author’s opinion the failure of other inves- 
tigators to obtain results has been due to their at- 
tempt to study regeneration during a period in the 
life of the animal when the production of new fibers 
in the spinal nervous system had already become 
sluggish. Failure may be explained also by the 
fact that the necessary operative procedures are 
very delicate and the mortality is exceedingly high. 

The author’s technique on rats and mice is as 
follows: 

The gravid uterus is drawn out through an incision 
in the abdominal wall and one of the fetuses is 
exposed. The back of the fetus is fixed against the 





uterine walls and the continuity of the vertebral 
column is interrupted by a single sweep of a Graefe 
knife. The knife is directed straight down alongside 
the vertebral column in the upper lumbar region 
and then with a lateral motion the vertebral column 
is cut through. The separation of the cord must be 
complete, and may be tested by the amount of 
displacement of the cut surfaces. The uterus is 
then closed with very fine silk sutures. 
Photomicrographs demonstrate the abrupt ter- 
mination of the peripheral end of the cut fiber and 
the fibrils which spring from it and spread fan- 
wise toward the bundle of newly formed fibrils 
coming from the tract above. ODENTHAL (G). 


PERIPHERAL NERVES 


Speed, K.: Common Peripheral Nerve Lesions. 
Surg. Clin. North Am., 1932, xii, 45. 


The author reports four cases of traumatic injury 
of peripheral nerves. 

The first was a case of ulnar neuritis following 
a fracture of the olecranon, which was cured by 
neurolysis. 

The second was a case of compression neuritis of 
the radial nerve following long-standing osteomye- 
litis of the humerus on which operation had been 
performed. This was cured by bone removal, 
mechanical cleansing, and neurolysis. 

The third case was one of complete loss of a con- 
siderable extent of the radial nerve following an 
infected gunshot fracture of the humerus. Restora- 
tion of the nerve was impossible, but functional im- 
provement was obtained by tendoplasty at the wrist 
in which flexor power was transmitted into the ex 
tensor tendons to raise the wrist and hand and extend 
the thumb. 

In the fourth case there was severance of the radial 
nerve from a knife stab which was overlooked at 
the time of the injury. End-to-end suture of the 
nerve was done after excision of the scar. 

In discussing the treatment of complete severance 
of a nerve the author emphasizes the importanc« 
of free mobilization of the nerve ends. He state: 
that when the nerve has contracted length may bh 
gained by stripping proximal motor branches, dis 
placing the nerve into a new bed at a different angle 
or performing a two-stage operation to draw th: 
nerve ends together with the aid of their own 
cicatrices. Bone shortening and tendoplastic opera 
tions should be reserved for cases in which end-to 
end suture of the nerve is impossible. The autho: 
discusses also the influence of various factors on 
the prognosis of peripheral nerve lesions. 


Pollock, L. J., and Davis, L.: Peripheral Nerve 
Injuries. Second Installment Am. J. Sur; 
1932, XV, 389. 

In the second installment of this treatise 0: 
peripheral nerve injuries the authors continue th 
detailed description of examination methods an 
the evaluation of the findings in such injuries. The; 
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discuss chiefly the sensory disturbances. Subjective 
sensory disturbances, paresthesias, pain, and hyper- 
wsthesias were noted in what seemed to them a 
surprisingly small number of cases. They believe 
that, excluding causalgia, pain does not often result 
from injury of a nerve itself after the initial trauma. 
Of about 500 patients examined soon after injury, 
fewer than to per cent had recorded subjective 
sensory {disturbances. Those with injuries to the 
sciatic nerve had the greatest number of such dis- 
turbances. Pain was unusual. Hyperesthesia was 
most common. Anasthesia was seldom mentioned. 
However, causalgia and other sensations sometimes 
developed after the return of some function. When 
complete physiological interruption still existed, 
subjective disturbances were rare. Subjective dis- 
turbances were found in a greater percentage of 
sciatic and median nerve injuries than injuries of 
other nerves. In combined lesions the area supplied 
by the tibial or median nerves was more frequently 
the site of such disturbances. 

Causalgia is discussed in detail. While the 
pathogenesis as well as the pathology of this condi- 
tion is unknown, the authors present the theories 
put forth in the literature. In the cases reviewed 
the association of glossy skin with the burning pain 
was not constant. The authors believe it is very 
likely that all patients who complained of mild or 
severe burning pain with or without glossy skin 
were suffering from a certain grade of causalgia. 
This condition occurred most frequently in injuries 
of the median and sciatic nerves, occasionally in 
injuries of the ulnar nerve and then usually when 
there was an associated injury of the median nerve, 
and very rarely in injuries of the radial nerve. 

Methods of examining for objective sensory dis- 
turbances are outlined in detail. Simple methods 
of examination are considered best. Methods em- 
ployed in physiological research and such procedures 
as the use of Frey’s hairs are not necessary. Simple 
but accurate apparatus made up from articles at 
hand in every physician’s office are described. For 
the accurate estimation of the extent of objective 
sensory disturbances the examination must be done 
very carefully. Care must be taken to avoid fa- 
tiguing the patient by a too protracted examination 
at one time. In the evaluation of the findings, local 
changes in the skin, cedemas, and calluses should be 
considered, It is important also to distinguish 


between sensation which is normal and sensation. 


arising in areas of nerve overlap. 

The return of sensibility to prick pain occurring 
before the return of sensibility to touch is due to 
the assumption of function by adjacent nerves. The 
authors believe that many assumed early recoveries 
following nerve suture are explained by misinter- 
pretation of this early return of prick pain. The 
areas of overlap and the areas of so-called isolated 
supply of the various peripheral nerves most prone 
to injury have been carefully worked out by the 
authors and are shown by illustrations, 

Har Haven, M.D. 
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Pollock, L. J., and Davis, L.: Peripheral Nerve In- 
juries. Third Installment. Am. J. Surg., 1932, 
XV, 571. 

In this third installment of their treatise on 
peripheral nerve injuries the authors continue their 
discussion of methods of examination by describing 
the vasomotor, trophic, and secretory disturbances 
following peripheral nerve injuries. While some of 
these disturbances are due directly to a lack of nerve 
supply, many are thought by the authors to be 
caused by other factors such as injury to vessels or 
continued immobilization. Disturbances of circula- 
tion, disturbances in the skin and its appendages, 
the hair and nails, and disturbances of the secretion 
of sweat are considered in detail. Changes in the 
subcutaneous tissues such as cedemas, inelastic in- 
durations, and appearances similar to Volkmann’s 
contracture are attributed to vascular or lymphatic 
disturbances. 

The methods of electrical examination are described 
in detail with charts of the motor points for such 
examination. The authors believe that reflex changes 
in general are not so significant in relation to diag- 
nosis and prognosis in peripheral nerve lesions as 
in disease or injury of the central nervous system. 
They consider the most impertant deep reflexes to 
be the Achilles jerk, the knee jerk, the wrist jerk 
or styloradial reflex, the ulnar pronator reflex, and 
the triceps jerk. 

A chapter is devoted to the differential diagnosis 
of peripheral nerve lesions. The main points of 
differentiation between such lesions and lesions of 
the central nervous system that are likely to be 
confused with them are given. The functional dis- 
turbances simulating peripheral nerve injuries and 
the differences between them and organic lesions are 
discussed in detail. 

The signs of the severity of a peripheral nerve le- 
sion are rather obscure. The authors believe there is 
no way by which a complete loss of function due to 
anatomical interruption can be differentiated from 
complete loss of function due to physiological in- 
terruption produced by compression, and that in 
a case of complete physiological interruption an 
anatomical section can be ruled out only when a 
subsequent examination shows some return of func- 
tion. 

The signs of recovery of function or signs of re- 
generation of a nerve are discussed in detail. ‘The 
common tests for recovery are reviewed and the 
relative merits of each are considered. In the au- 
thors’ experience, the order of the return of function 
in severe lesions has been sensation to pinching over 
the isolated supply of a nerve, at times spontaneous 
aching in muscles, return of motion, return of other 
objective sensibility, and return of electrical ex- 
citability. 

In the final chapter of this installment the authors 
give a brief review of the present-day concept of the 
development and structure of the peripheral nervous 
system. The theory of funicular topography and its 
value in the surgical treatment of nerve injuries, 
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especially with relation to specific nerves, is dis- 
cussed in detail. Hare Haven, M.D. 


SYMPATHETIC NERVES 


Davis, L., and Pollock, L. J.: The Réle of the 
Sympathetic Nervous System in the Produc- 
tion of Pain in the Head. Arch. Neurol. & 
Psychiat., 1932, xxvii, 282. 

‘To determine the réle of the sympathetic fibers 
in the production of pain in the face, the authors 
carried out experiments on cats. Stimulation of the 
cervical sympathetic trunk with a faradic current 
did not produce pain, but caused dilatation of the 
pupil on the same side and a movement of the 
nictitating membrane. Negative evidence of the 
production of pain was obtained also when the cen- 
tral or distal ends of the divided sympathetic trunk 
were stimulated. Pain was produced by stimulation 
of the superior cervical sympathetic ganglion regard- 
less of whether the trunk was intact or severed 
below the ganglion. It caused pain also after section 
of either the anterior or the posterior spinal roots. 
It failed to cause pain only after intracranial section 
of the trigeminal nerve and section of the posterior 
roots. 

s» The authors conclude that the appreciation of the 

pain caused by stimulation of the superior cervical 

sympathetic ganglion was efiected by the stimula- 
tion of efferent sympathetic fibers which in turn 
stimulated recognized sensory pathways in the 
cranial nerves. They believe their findings con- 


stitute further evidence that there are no anti- 
dromic sensory fibers in the cervical spinal anterior 
ROBERT ZOLLINGER, M.D. 


roots. 








André-Thomas and Kudelski: 
the Lumbar Sympathetic Chain. Seminoma 
(Syndrome de la chaine sympathetique lombaire. 
Séminome). Presse méd., Par., 1932, xl, 57. 


The Syndrome of 


The authors report a case of widespread seminif- 
erous tumor located mainly on the right side of the 
pelvis and abdomen. While the neoplasm involved 
the lower cord and the cauda equina as the result 
of its growth into the vertebral canal, the most 
interesting findings were those relating to the sym- 
pathetic nervous system. The tumor mass verified 
at autopsy had apparently completely destroyed 
the function of the lumbar and sacral sympathetic 
chains on the right side by its metastasis with in- 
vasion of the ganglia and nerves of the lumbar sym- 
pathetics. The invasion did not extend to the sacral 
ganglia, but the lumbar invasion probably destroyed 
the efferent fibers to the sacral plexus. 

Clinical examination had revealed total absence 
of the pilomotor reflex and of sweating on the right 
side in the region supplied by the lumbar and sacral 
plexuses. The increased skin temperature on the 
right side was more noticeable in the distal segments 
where it was 3 or 4 degrees higher than on the left 
side. The marked oedema of the entire right lowe: 
extremity was accounted for not only by the destruc 
tion of the sympathetics on that side, but also by 
embarrassment of the venous return from the ex 
tremity. Roger and Josué have demonstrated that 
both of these factors are necessary for the produc- 
tion of such an oedema. 

In the authors’ opinion their observations demon 
strate again the role of the sympathetic system in 
temperature regulation, vasomotor reaction, pilomo 
tor phenomena, and sweating. Hare Haven, M.D 
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CHEST WALL AND BREAST 


Fray, W. W., and Warren, S. L.: Stereoscopic 
Roentgenography of the Breasts. Ann. Surg., 
1932, XCV, 425. 

Stereoscopic roentgenography is recommended as 
an additional aid in the examination of the breast 
and not as a substitute for any other procedure. It 
is of advantage over transillumination as it permits 
the determination of encapsulation of a tumor, it 
differentiates mastitis from malignancy, it gives data 
concerning involvement of the pectoral muscles, 
ribs, and axilla, it reveals calcification, and it fur- 
nishes a permanent record for further comparison. 

Acute changes in the breast cast shadows which 
are soft, feathery, indistinct, and diffuse, whereas 
chronic conditions produce shadows which are dense, 
sharp, distinct, and more compact because of the 
connective tissue changes. Cysts are identified from 
fat lobules by greater density and sharp outlines. 

With regard to the roentgen picture of mastitis 
and carcinoma the authors state that carcinoma 
originates in a single area within one breast whereas 
mastitis usually has multiple points of origin and 
often involves both breasts. Carcinoma forms a 
compact mass with an indefinite periphery, while 
mastitis produces a diffuse mass fading impercep- 
tibly to the normal structures peripherally. The 
scarring of malignancy distorts the breast pattern, 
whereas the scarring of chronic mastitis does not. 
Mastitis never destroys the thin septum between 
the breast and the pectoral muscles, but malignancy 
frequently invades this region. Late carcinoma of 
the breast is identified from the presence of large 
nodes and other metastases. 

With the aid of stereoscopic roentgenography the 
authors have made a correct diagnosis in from 85 to 
go per cent of cases coming to operation. Of the pa- 
tients whose condition was diagnosed as mastitis, 
none has developed a malignant tumor during an 
observation period of approximately four years. 

At times stereoscopic roentgenography yields clues 
as to the type of breast malignancy. 

Eart O. LAtimer, M.D. 


Adair, F. E.: The Results of Treatment of Mam- 
mary Carcinoma by Surgical and Irradiation 
Methods at the Memorial Hospital, New York 
City, During the Decade from 1916 to 1926. 
lun, Surg., 1932, XCV, 410. 

By the term “operable mammary cancer’’ the 
author means a cancer which is limited to the breast 
or to the breast and the axilla. Any extension of the 

disease beyond the axilla into the supraclavicular 
fossa, the liver, the chest, or other distant parts is 
considered to render the tumor inoperable. 


SURGERY OF THE CHEST 


The surgical treatment of mammary carcinoma 
aims at absolute eradication of the disease process 
by wide radical extirpation of the breast, its con 
tiguous tissues, and its drainage basins. As a rule 
the surgeon has only one opportunity to effect a cure. 

The irradiation method aims at devitalizing the 
tumor tissue and at the same time changing the char- 
acter of the surrounding tissue or cancer bed into a 
firm, fibrotic, and occasionally calcified mass, there 
by gradually strangling and starving the cancer cells 
and rendering them unable to undergo division and 
metastasis. The irradiation technique includes the 
use of high-voltage X-rays, interstitial irradiation, 
and radium packs. 

Of 37 patients treated by irradiation methods only, 
4 died of intercurrent disease, 21 died of cancer, and 
12 are living five vears after the treatment. 

Of 137 patients treated by irradiation and sur 
gery, 9 died of intercurrent disease, 85 died of can 
cer, and 52 are living five years after the treatment. 

The author concludes that when surgery is contra 
indicated, the most effective treatment is combined 
interstitial and external irradiation. 

Kart O. Latimer, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Pancoast, H. K., Pendergrass, E. P., and Tucker, 
G.: Localization of Foreign Bodies in the 
Lung by Roentgen Examination; With Com- 
ments on Bronchoscopy U on Biplane Roent- 
genoscopic Guidance. 11. J. Rovnigenol., 103 
XXVii, 225. 


The localization of certain opaque foreign bodies 
in the tracheobronchial tree is attended with great 
difficulty when the diseased area of lung is of a 
density almost as great as that of the foreign body. 
The authors report two illustrative cases and de- 
scribe the methods used in the localization of the 
foreign bodies and their bronchoscopic removal with 
biplane roentgenoscopic aid. The foreign bodies 
could be seen clearly in roentgenograms made with 
the use of the Bucky diaphragm, but could not be 
seen on the roentgenoscopic screen. In order to 
guide the bronchoscopist with the biplane roent 
genoscope, opaque markers were placed upon the 
skin in fixed relationship to the foreign bodies. 

Tucker savs that this method permits the safe 
removal of foreign bodies that cannot be localized 
by ordinary procedures. However, as it is much 
more dithcult and dangerous than bronchoscopy 
under direct vision, it should be used only when 
bronchoscopy by direct vision cannot accomplish 
the desired result. It should not be employed to 
make up for inadequate training of the bronchosco 
pist. As safe localization requires guidance in two 
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planes at a right angle, roentgenoscopic bronchoscopy 
should not be attempted unless biplane guidance is 
possible. There must be perfect co-operation be- 
tween the roentgenologist and bronchoscopist. 
Greater skill is required of the bronchoscopist 
during roentgenological guidance than when he is 
working by sight. Apotpu Hartune, M.D. 


Coryllos, P. N., and Birnbaum, G. L.: Studies in 
Pulmonary Gas Absorption in Bronchial Ob- 
struction. I. Two New Methods for Direct and 
Indirect Observation. Am. J. M. Sc., 1932, 
clxxxlii, 317. 

The authors describe a “closed-chest” and an 
“‘open-chest”’ technique, in both of which complete 
bronchial obstruction is obtained by a special type 
of cannula through which gas samples can be drawn 
for analysis from beyond the obstructed portion of 
lung. In the closed-chest method the changes in the 
lung are followed by roentgen examination. In the 
open-chest method the lung is exposed to view 
within a glass-covered oscillating negative-pressure 
box which closely simulates the physiological condi- 
tions of the closed thorax. 

The obstructing mechanism consists of a rubber 
balloon with a one-way valve. The balloon is intro- 
duced with the bronchoscope and inflated from the 
outside. It may then be detached from its connec- 
tion and left in place. Inflation is done under the 
guidance of a mercury manometer. The inflation 
must be accurate because if the pressure is insuffi- 
cient the bronchus will not be completely occluded, 
and if the pressure is excessive it will interfere with 
the circulation, the innervation of the bronchus, or 
the ventilation of neighboring bronchi. 

J. Daniet WILLEms, M.D. 


Coryllos, P. N., and Birnbaum, G. L.: Studies in 
Pulmonary Gas Absorption in Bronchial Ob- 
struction. II. The Behavior and Absorption 
Times of Oxygen, Carbon Dioxide, Nitrogen, 
Hydrogen, Helium, Ethylene, Nitrous Oxide, 
Ethyl! Chloride, and Ether in the Lung, with 
Some Observations on Pleural Absorption of 
Gases. Am. J. M. Sc., 1932, clxxxiii, 326. 


The authors have devised experimental methods 
which give evidence that when a bronchus is com- 
pletely obstructed the entrapped alveolar air rapidly 
undergoes qualitative and quantitative changes. 

Qualitatively, the percentages and partial pres- 
sures of the gases constituting the alveolar air tend 
to, but never quite do, reach an equilibrium with the 
gases in the venous blood. 

(Juantitatively, the entrapped alveolar gases pass 
through the respiratory membrane into the blood 
circulating in the perialveolar capillaries until com- 
plete airlessness of the involved area results. 

The mechanism of production of atelectasis in the 
compressed lung (pneumothorax, pleural exudate, 
intrathoracic tumors, etc.) is exactly the same as in 
bronchial obstruction. 

Atelectasis is the end-result of the interchange 
between the gases of the alveoli and the perialveolar 





capillary blood through the pulmonary endothelium. 
It must inevitably follow complete bronchial ob 
struction as the result of the absorption of the 
alveolar gases. Conversely, it cannot occur unless 
the alveolar gases are competely shut off from the 
external air. J. Dante Wittems, M.D. 


Coryllos, P. N., and Birnbaum, G. L.: Studies in 
Pulmonary Gas Absorption in Bronchial Ob- 
struction. III. A Theory of Air Absorption in 
Atelectasis. Am. J. M. Sc., 1932, clxxxiii, 347. 


Gases and anesthetic vapors contained in alveolar 
cavities shut off by complete bronchial obstruction 
gradually leave the lung and disappear so that the 
lung becomes atelectatic. 

The speed of the disappearance of these gases is 
proportional to their solubility coeflicients, their 
diffusion speeds, and their chemical affinities for 
substances in the blood (hemoglobin in the case of 
oxygen, alkalies in the case of carbon dioxide). 

Since ligation of the branches of the pulmonary 
artery corresponding to the obstructed lung prevents 
the disappearance of gases and vapors from the 
alveoli, it has been claimed that the disappearanc: 
is due to absorption by the blood circulating through 
the lung. However this contention has never pre 
viously been proved by direct experimental evidence 

The authors report a detailed study of the rates 
of absorption of oxygen, carbon dioxide, nitrogen. 
hydrogen, and helium introduced into a lung pre 
viously rendered atelectatic. The absorption times 
were determined with considerable accuracy, and 
the absorption of the gases was proved. 

Determinations which were carried out by the 
same technique on anesthetic vapors and gases 
such as ether, ethyl chloride, nitrous oxide, an 
ethylene showed great rapidity of absorption. 

Integrity of the alveolar endothelium is just a 
necessary as integrity of the pulmonary circulatio1 
(Edema of the lung produced by the injection o 
concentrated ether vapor into the lung instanta 
neously stops gas aksorption. 

A comparative study of absorption by the pleur: 
cavity of oxygen, carbon dioxide, nitrogen, ai 
hydrogen, and helium showed that the absorpti: 
is regulated by the physicochemical laws governii 
the absorption of gases from the obstructed lung. 

On the bases of the findings of these experimen 
the authors conclude that atelectasis always { 
lows complete bronchial obstruction and cann 
occur without complete bronchial obstruction. 

J. DANIEL WILLEMs, M.D 


Accorimboni, M.: The Particular Roentgenologi::.! 
Appearance of Pneumothorax Complicated | \ 
Adhesive Pleurisy. The Paradoxical Image «|! 
the Lung (Aspetto radiologico particolare 
pneumotorace complicato de pleurite adhesi 
immagine paradossa del polmone). Radiol. 1 
1932, XIX, 130. 


After the induction of artificial pneumothorax | 
author has occasionally noted that the collapsed !u' 
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appears more transparent than the layer of gas sur- 
rounding it. He reports nine cases in which this 
observation was made. In all, a serofibrinous pleu- 
risy was present. The author attributes the para- 
doxical transparency of the collapsed lung to adhe- 
sions between the visceral and parietal pleura and 
the deposition of fibrin on the free areas of the chest 
wall. C. D. HAAGENSEN, M.D. 


Boneo, F. E.: A Contribution to the Surgical Treat- 
ment of Pleuropulmonary Tuberculosis; Phren- 
icectomy (Contribucién al tratamiento quirargico 
de la tuberculosis pleuropulmonar; frenicectomfas). 
Semana méd., 1932, XXiX, 337. 


After reviewing the important anatomical land- 
marks of the phrenic nerve the author describes the 
technique of phrenicectomy performed to produce 
collapse and compression of the tuberculous lung. 
As a result of simple section of the nerve on the 
involved side, the lung is reduced in size and put at 
rest, the blood and lymphatic drainage from the 
disease focus and the absorption of toxic products are 
diminished, and sclerosis and fibrosis of the lung are 
favored. However, as the compression is not equal 
to that obtained by pneumothorax or thoracoplasty, 
phrenicectomy is of value chiefly as an adjunct to 
one of the latter procedures. The author believes 
that the benefit derived from phrenic nerve division 
alone is often negligible. 

In 107 cases in which phrenicectomy has been 
done since 1928, there have been no deaths directly 
attributable to the operation. 

In conclusion the author says that phrenicectomy 
is as much an adjunct to the surgical treatment of 
pulmonary tuberculosis as any of the procedures 
constituting the basic hygienic treatment of the dis- 
ease. The most important factors in the treatment 
of the condition are diet and measures to improve 
the general condition. 

Phrenicectomy is indicated as a diagnostic pro- 
cedure for simple elevation of the diaphragm, as a 
supplement to pneumothorax, and as a preliminary 
to thoracoplasty. Francis M. Conway, M.D. 


Sergent, E.: Abscessed Bronchiectasis, Abscesses 
Producing Bronchiectasis, and Bronchiectatic 
Abscesses (Bronchiectasies abcédées, abcés bron- 
chiectasiants et abcés bronchiectasiques). Presse 
méd., Par., 1932, xl, 273. 

The classification of bronchiectases and abscesses 
or gangrenous foci in the lungs has been very con- 
fused. The author suggests a classification into 
three broad types. In the first type he describes the 
abscess or gangrenous focus in the lung develops as 
a complication in the course of bronchiectasis. 
‘his is the type he calls ‘“‘abscessed bronchiectasis.” 
In the second type, which he calls “abscess producing 
bronchiectasis,” the gangrene or abscess is the 
primary condition and is complicated by bronchiec- 
lasis-after a varying period of time. In the third 
type the picture is very complex and the bron- 
chiectasis and abscess seem to develop simulta- 
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THE CHEST ar 
neously. This is a veritable suppurating broncho- 
pneumonia which is generally very severe, but may 
become chronic. It is the only type corresponding 
to what the Americans call “‘bronchiectatic abscess.”’ 
Typical cases of these three types are reported with 
roentgenograms. 

For the treatment of some of these types of com- 
bined bronchiectasis and abscess the author rec- 
ommends bronchoscopy, which he has been using 
for the past four years. This procedure is not dan- 
gerous except in the cases of cachectic patients and 
those with heart lesions, in whom it may cause 
syncope. Its object is to evacuate the suppurated 
foci which drain poorly. It can bring about cure 
only in recent cases in which the suppuration is not 
walled in by sclerosis. In chronic abscesses and old 
bronchiectasis it has only a temporary and palliative 
action. In cases of cortical abscess near the chest 
wall surgical operation is indicated. For deep 
abscesses, particularly those near the hilus, aspira- 
tion bronchoscopy is to be preferred. When surgical 
operation is indicated it should be preceded by 
aspiration bronchoscopy to drain the pus which 
has accumulated in the bronchi and to prevent re- 
flux of the pus into the other lung after rib resection. 
Pre-operative bronchoscopy is indicated particularly 
in cases of gangrenous foci or putrid abscesses with 
jagged and necrotic walls. It cleanses these foci, 
transforms them into cavities with smooth walls, and 
suppresses the foetid odor by removing the necrotic 
débris. Aubrey Goss Morcan, M.D. 


Wessler, H., and Rabin, C. B.: Benign Tumors of 
the Bronchus. Am. J. M. Sc., 1932, clxxxiii, 164. 


The clinical picture produced by a benign tumor 
of the bronchus is described on the basis of seventeen 
cases. As a rule there is a long period without 
symptoms of bronchial obstruction or irritation but 
with repeated hemorrhages. The bleeding is char- 
acteristically sudden in onset and cessation. When 
stenosis of a bronchus with infection occurs, the 
clinical picture is confusing. Care must be taken 
in the microscopic diagnosis of a benign bronchial 
tumor lest it be regarded as malignant. The early 
discovery and removal of the tumor through the 
bronchoscope may lead to prompt cure. The tumor 
was removed successfully in six of the cases cited. 
Two cases which are reported in detail indicate that 
polypoid adenoma may undergo malignant de- 
generation. Epwarp D. Cuurcuitt, M.D. 


Ruetz, A.: Advances in Thoracic Surgery. The 
Lungs and Costal Pleura (Fortschritte der ‘Tho- 
raxchirurgie. Lungen, Rippenfell). Zentralbl. f. 
Chir., 1931, Pp. 2704. 

The author reviews almost exclusively the contri- 
butions of the Sauerbruch Clinic to the development 
of surgery of the lungs and pleura and discusses the 
present position of the Clinic with regard to the im 
portant questions in this field of surgery. 

Of the methods available for collapse of a diseased 
lung, artificial pneumothorax is recognized as the 
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procedure of choice in pulmonary tuberculosis. It is 
not suitable for exudative tuberculosis, in which the 
prerequisites for cure—proliferation of connective 
tissue and contraction—are absent from the begin- 
ning, but in early infraclavicular infiltration it may 
bring the exudative process to a standstill if it is 
induced at the proper time. Thoracoscopic section 
of bands with the thermocautery is used at the 
Sauerbruch Clinic only for very delicate strands. 
Phrenic exeresis alone is of value only in circum- 
scribed tuberculous disease of a lower lobe. Thora- 
coplasty is done as a rule under paravertebral con- 
duction anesthesia, ether anethesia being employed 
only when the amount of sputum is small. In exten- 
sive processes, all of the ribs, from the first to the 
eleventh, must be resected. Only exceptionally, 
when the disease involves chiefly the upper part of 
the lung, is resection of the first to the eighth rib 
sufficient. With regard to the ‘selective thoraco- 
plastic collapse’? recommended by Graf for cases of 
isolated disease in an upper field it is believed at the 
Sauerbruch Clinic that such extensive operations 
are by no means always necessary. 

Chief among the indications for tamponing pro- 
cedures is collapse of the smooth-walled cavity lined 
with epithelium (the so-called non-specific cavity). 
Tamponade can never replace thoracoplasty; it may 
be considered only for circumscribed compressions. 
Attention is called to the “‘infolding tamponade”’ 
recommended independently by Niessen and Haucke. 
Occasionally, tamponade is followed by symptoms of 
intoxication as the result of inundation of the organ- 
ism by toxins. The extrapleural tamponade recom- 
mended by Sauerbruch for elimination of the free 
pleural space has considerably advanced the surgical 
treatment of non-specific suppurations of the lung. 
In bronchiectasis in children extrapleural tamponade 
is the procedure of choice. In the cases of young 
adults and middle-aged patients lobectomy is the 
best procedure if less radical treatment proves un- 
successful. 

The indications for and technique of operative 
procedures in cases of tumors, foreign bodies in the 
lungs, emphysema, and asthma are discussed. In 
spontaneous pneumothorax, surgical treatment is 
rarely indicated, but in tension pneumothorax imme- 
diate surgical interference is necessary. In the treat- 
ment of pleural empyema the most important ad- 
vance was the discovery that one of the main causes 
of the previous high mortality of this disease was 
wide open drainage before immobilization of the 
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mediastinum. Empyema on the right side endangers 
the circulation more than empyema on the left side. 
The most ideal treatment of empyema is puncture. 
Often a single puncture leads to cure. The author 
reviews the indications for, and the technique of, 
radical procedures for the various forms of empyema 
as reported by the Sauerbruch Clinic. | Grar (Z). 


HEART AND PERICARDIUM 


Shipley, A. M.: The Operative Approach to the 
Heart and Pericardium. Surg., Gynec. & Obst., 
1932, liv, 280. 

For the surgical exposure of the heart and peri- 
cardium when either or both of these structures are 
injured by a wound, the author recommends the 
Spangaro intercostal incision. This is typically 
made in the fourth interspace from the anterior 
axillary line to the margin of the sternum. It is 
closed by pericostal sutures. 

For the drainage of suppurative pericarditis a 
combination of the transsternal and chondroxiphoid 
approach is recommended. The sternum is trephined 
just above the xiphoid, a little to the left of the 
center, and the opening is enlarged with the rongeur: 
until the ends of the fifth and sixth left cartilages 
are cut away. After exposure, the pericardium is 
picked up with forceps and incised. 

Epwarp D. CuaurcuiLt, M.D. 


CSOPHAGUS AND MEDIASTINUM 


Diggle, F. H.: Foreign Bodies in the G@sophagus. 
Brit. M. J., 1932, i, 277. 


Of sixty-seven cases of foreign body in the respira 
tory or digestive tract seen in the last ten years, th 
foreign body was found in the lower airways in two 
and was impacted in the cesophagus in sixty-five. 

The author attributes the increased frequency 0! 
foreign bodies in the respiratory passages in Americ: 
to the American habit of eating peanuts. 

Anatomically the cesophagus is constricted at four 
levels: (1) at the suprasternal notch; (2) at its orifice 
on a level with the sixth cervical vertebra; (3) a‘ 
the level of the fourth or fifth thoracic vertebra 
where it is constricted by the arch of the aorta an‘ 
the left bronchus; and (4) at the level of the ninth 
or tenth thoracic vertebra, where it passes throug!) 
the diaphragm. In the cases reviewed the foreign 
bodies were found at one of these levels. 

WIvLBur BatLey, M.D 











ABDOMINAL WALL AND PERITONEUM 


LaRoque, G. P.: The Intra-Abdominal Method of 
Removing Inguinal and Femoral Hernia. Arch. 
Surg., 1932, xxiv, 189. 

The author’s intra-abdominal method of removing 
inguinal and femoral herniz has been used in 1,700 
cases. 

LaRoque objects to the usual herniorrhaphy 
because of the associated injury to the cremaster 
muscle and fascia, the enlargement of the inguinal 
canal caused in determining the planes of cleavage, 
and the difficulty in dissecting out the sac of long- 
standing herniz of large size. 

In LaRoque’s method, in which the hernia is 
approached from the peritoneal side, it is easy to 
recognize and distinguish between herniz into the 
inguinal and femoral canals, direct and indirect 
inguinal herniw, and unusual and anomalous types 
of herniw, and to determine the amount of redundant 
peritoneum and preperitoneal fat in and about the 
canal, the exact location of the bladder, vas deferens 
and important vessels, and the nature of any com- 
plications that may be present. La Roque’s tech- 
nique is shown in illustrations. 

Jacos M. Mora, M.D. 


GASTRO-INTESTINAL TRACT 


Shelley, H. J.: Perforated Peptic Ulcer. Am. J. 
Surg., 1932, XV, 277. 

The author reviews eighty-two cases of perforated 
peptic ulcer. In those which were operated upon 
within twelve hours after the perforation the mor- 
tality was below 9 per cent, whereas in those in which 
operation was performed later, it was between 25 
and 50 per cent. When the perforation opened into 
the free peritoneal cavity the mortality was 10.6 
per cent, but when the perforation was sealed off, 
the mortality dropped to 12 per cent. The total 
mortality was 18.3 per cent. The mortality was 
highest in cases which required the most surgery, 
such as those in which the perforation occurred 
retroperitoneally or into the pancreas. The most 
frequent complications were pulmonary conditions, 
which developed in about 43.3 per cent of the cases. 
Peritonitis was not considered a complication as in 
all of the cases the peritoneum was contaminated at 
the time of the operation. 

Sixty-seven per cent of the patients were rendered 
free from symptoms. Twelve patients who were 
re-operated upon subsequently were rendered free 
from symptoms by the second operation. 

The author concludes that at the time of the first 
operation no more than is absolutely necessary 
should be done. Additional operative procedures 
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should be left for a subsequent time and then carried 
out when indicated. SAMUEL J. FoGELson, M.D. 


Lockwood, B. C:: Benign Tumors of the Stomach. 
J. Am. M. Ass., 1932, xcviii, 969. 


About 5 per cent of all gastric tumors are benign. 
Benign gastric tumors include fibromata, fibromy- 
omata, myomata, adenomata, lipomata, myxomata, 
and cysts. They vary in size, number, and mobility. 
They may occur in any region of the stomach, but 
are found most often in the middle third. They may 
be entirely intramural, project into the lumen of the 
stomach in sessile or pedunculated form, or project 
outside of the stomach on a pedicle. The symptoms 
are determined by their size, nature, and position. 
Small growths which are not ulcerated and not near 
the pylorus may be symptomless. Large intramural 
or pedunculated tumors usually disturb gastric func- 
tion by pressure or traction, causing symptoms of 
indigestion such as distress or pain after meals, 
heartburn and nausea. Sessile or pedunculated tu- 
mors situated near the pylorus may produce inter- 
mittent ball-valve obstruction of the pylorus with 
attacks of severe pain, nausea, and vomiting, and 
often bleeding. Intermittent bleeding occurs oiten 
also in cases of polyps situated at a distance from 
the pylorus, probably because of the excessive vas 
cularity of these neoplasms. 

The laboratory observations are not characteris- 
tic, but achlorhydria and secondary anamia are 
common. 

The most valuable method of diagnosis is roentgen 
examination with a contrast meal and with the 
patient in the prone and the upright positions. Of 
great importance is fluoroscopic examination with a 
few swallows of barium and careful manual approxi- 
mation of the gastric walls. The characteristic sign 
of a mural, sessile, or internal pedunculated growth 
is a sharply contoured filling defect with pliancy of 
the gastric walls. Except in cases of multiple polyps, 
the ruge have a normal appearance. In gastric 
polyposis the roentgen picture shows numerous small 
rounded translucences suggesting a sponge or finger 
marks. 

Because of the not uncommon occurrence of malig 
nant degeneration, the treatment of benign gastric 
tumors is surgical. 

The author reports three cases of benign tumor of 
the stomach. In the first there was a sessile neuro 
blastoma protruding into the cavity of the stomach 
from the posterior wall; in the second, a large vas- 
cular myoma along the outside of the lesser curva- 
ture with a gastric ulcer at the site of its attachment; 
and in the third, a papillomatous polyp arising from 
the edge of a marginal ulcer. 

Maurice Meyers, M.D. 
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Shattuck, H. F., and Imboden, H. M.: 
Intermittent Duodenal Obstruction. 
M. Ass., 1932, XCVvili, 943. 

Chronic intermittent duodenal obstruction has 
been called ‘‘arteriomesenteric occlusion,” ‘‘con- 
genital fixation,” and ‘‘stenosis of the duodenum,” 
“megaduodenum,” “chronic duodenal ileus,” and 
“chronic duodenal stasis.”” The two most frequent 
and important causes are peritoneal adhesions or 
bands fixing the first and second parts of the duo- 
denum and pressure of the mesenteric pedicle or a 
sharp occlusive angle at the duodenojejunal flexure 
causing obstruction of the third part. 

The authors review forty-six cases in which the 
period of observation ranged from six months to 
eight years. Most of the patients were between 
twenty-five and thirty-five years of age. There were 
four times as many females as males. The symptoms 
were variable, vague, and non-characteristic. The 
most common symptom was a feeling of epigastric 
fullness and flatulence especially after meals. Sev- 
eral of the patients had had digestive disturbances 
such as constipation, vomiting, and bilious attacks 
since childhood. Forty per cent had pain. Asa rule 
the pain was epigastric. It occurred immediately 
or from one to three hours after eating or was con- 
tinuous. It was relieved partially or completely by 
sodium bicarbonate, belching, enemas, or the knee- 
chest position. It usually ceased when the stomach 
became empty. Nausea and vomiting occurred in 
nearly 50 per cent of the cases, and constipation in 
nearly all. In about half of the cases there were toxic 
symptoms such as headache, migraine, excessive 
fatigue, lassitude, mental depression, insomnia, 
nervousness, emotional instability, and difficulty in 
mental concentration. The majority of the patients 
were of the asthenic type with a narrow costal angle 
and a broad pelvis, and had a low blood pressure, 
poor muscular tone, hyperactive reflexes, and signs 
of vasomotor instability. In more than half of them 
a diffuse epigastric tenderness was found. 

Gastric analysis was negative. X-ray examination 
revealed varying degrees and types of duodenal dis- 
tortion, but nothing characteristic of the condition. 

The great majority of cases of chronic inter- 
mittent duodenal obstruction respond satisfactorily 
to medical treatment, but in a few cases conservative 
surgical measures are necessary. 

Cuarces F. DuBors, M.D. 


Chronic 
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DeBeule, Faut, De Rom, Bert, and De Witte: 
Chronic Duodenal Stasis (La stase duodénale 
chronique). Bruxelles-méd., 1932, xii, 332, 362, 390. 


The types and causes of chronic duodenal stasis 
are classified by the authors as follows: 
A. Mechanical stasis. 
1. Due to conditions intrinsic to the duo- 
denum. 
a. Congenital malformations: (1) atresia, 
(2) stricture, (3) peritoneal bands or 
volvulus from abdominal motility, and 
(4) megaduodenum. 


b. Acquired lesions: (1) sténosis from 
cicatrization or inflammatory scarring 
of the parietal peritoneum, (2) stenosis 
from benign or malignant duodenal 
tumors, and (3) obstruction from for- 
eign bodies. 

2. Due to conditions extrinsic to the duo- 
denum. 

a. Congenital malformations: (1) compres- 
sion stenosis or stricture from fetal 
membranes, (2) annular pancreas, and 
(3) abnormal insertion of the ligament 
of Treitz. 

b. Acquired lesions: (1) compression ste- 
nosis or stricture due to periduodenal 
inflammation, (2) retracted mesentery, 
(3) mesenteric pedicle, (4) hernia 
through the ligament of Treitz, and 
(5) periduodenal tumors. 

B. Stasis from duodenal paralysis secondary to 
inflammatory processes (duodenal ileus). 
1. Intrinsic inflammatory processes of the 
duodenum. 
a. Essential duodenitis (gastropyloroduo 
denitis, red stomach). 
b. Ulcers of the duodenum. 
Extrinsic inflammatory processes of thx 
duodenum. 
Cholecystitis. 
Pancreatitis. 
Appendicitis. 
Endocolitis. 
e. Utero-adnexitis. 

C. Stasis secondary to nervous incoordination 0! 

the duodenum. 

1. Essential duodenal atony (sympathico 
tonia). 

2. Essential duodenal spasm (vagotonia wit! 
hypersecretion). 

An understanding of duodenal stasis requires a 
knowledge not only of the normal anatomy of the 
duodenum, but also of congenital variations suc}: 
as kinking from traction by the duodenocystic 0: 
duodenocystocolic ligament or congenital ligament: 
attached to the liver or transverse colon. Such 
abnormalities, failure of the entire duodenum or 
parts of the duodenum to undergo normal rotatio 
and compression of the duodenum by the superiv! 
mesenteric artery and the mesentery of the ileu: 
are discussed by the authors and shown by anaton 
cal sketches. 

Stasis secondary to inflammatory processes 
trinsic to the duodenum is explained by discover, 
the inflammatory process. Stasis due to nervous 
incoordination of the duodenum may be charact: 
ized at one time by spasticity of the duodenum i 
at another time by atonicity of the duodenum !) 
which there is neither clinical nor roentgen evideii 
permitting a diagnosis. Definite evidence for a }) 
operative diagnosis is lacking also in the so-callc! 
“essential duodenitis” or “red stomach” of Schve- 
maker. 
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As the normal physiological processes of the duo- 
denum are related to the normal physiological 
processes of the pancreas and liver, all of the upper 
part of the abdomen on the right side may be in- 
volved in the production of symptoms referred to 
the duodenum. In duodenal stasis the symptoms 
are due not only to pathological changes in the 
duodenum resembling those of high intestinal ob- 
struction, but also to associated liver damage. 
Accordingly there may be the syndrome due to 
distention of the duodenum with subsequent re- 
gurgitation into the stomach leading to the vomit- 
ing of bile and epigastric cramps, and the stagnant 
duodenal contents may empty into the jejunum 
and cause intestinal colic and diarrhoea. Absorption 
of the highly toxic duodenal contents may produce 
the clinical manifestations of high intestinal ob- 
struction, such as cardiovascular shock, a decrease 
in the blood chlorides, an increase in the non-protein 
nitrogen content of the blood, nervous intoxication 
with headache, tetany and convulsions, emaciation, 
a subnormal temperature, biliousness, and the ap- 
pearance of occult and microscopic blood in the 
urine and faces. When a true duodenal ulcer or 
gastropyloroduodenitis (red stomach) is present the 
syndrome may be that of duodenal ulcer or there 
may be subhepatic pain radiating posteriorly to the 
right with tenderness on deep pressure and on per- 
cussion at the base of the right side of the chest. 

The course of duodenal stasis varies, but in 
general is chronic and characterized by periods of 
amelioration and recurrence. As the bacteria in- 
crease rapidly in the duodenal contents, the adjacent 
organs may become infected and hepatitis or pan- 
creatitis may result. 

The roentgen diagnosis of duodenal stasis is often 
very difficult as during the examination the patient 
may be in a period of compensation and stasis may 
be absent. Normally, the duodenum empties in 
from eight to fifteen seconds and the bulb in from 
four to eight seconds. The patient should be 
examined first after he has taken only one or two 
swallows of barium. As stasis increases as the 
gastric and duodenal musculature becomes fatigued, 
it can be readily diagnosed when the stomach is 
almost empty. The barium may remain in the third 
and fourth parts of the duodenum for from eight 
to ten hours. The duodenal deformity is usually 
a dilatation which varies not only with the degree 
and duration of the stasis, but also with the phase 
of the condition (active or latent). Marked reverse 
peristalsis may be present. 

The treatment indicated varies with the cause. 
When the stasis is secondary to a pathological con- 
dition extrinsic to the duodenum surgical correction 
of the latter is sufficient. In essential duodenitis 
a choice may be made between radical resection— 
antropyloroduodenectomy—and conservative meas- 
ures such as gastro-enterostomy plus duodeno- 
icjunostomy. The authors prefer the latter. Duo- 
denal stasis of nervous origin may be treated by 
resection or gastric denervation. Gastric denerva- 
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tion performed by the authors in five cases resulted 
in complete relief of the symptoms in two, partial 
relief in one, and no relief in two. 

SAMUEL J. Focetson, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Chabrol, E., Charonnat, R., and Busson, A.: The 
Amount of Biliary Pigment in the Blood. The 
Restricted Diazo Reaction. (Le dosage des pig- 
ments biliaires du sang. La diazo réaction limité). 
Presse méd., Par., 1932, xl, 193. 

There are four methods by which the biliary func- 
tion of the liver may be investigated by means of 
blood tests: colorimetry, oxidizing reactions, diazo 
reactions, and the use of the spectroscope. 

In colorimetry, solutions of potassium bichromate 
or chromic acid have been used for the yellow color. 
When oxalated serum is employed vegetable pig- 
ments in the blood, especially carotin, cause dif- 
ficulty. These can be eliminated without precipitat- 
ing albumin by adding o.5 c.cm. each of phosphoric 
acid and hydrogen peroxide. 

In the oxidizing test of Gilbert and Herscher nitric 
acid is used, but this test requires a wait of half an 
hour and a personal evaluation of the blue ring and 
is not delicate enough to detect less than 2 ctgm. 
of bilirubin per liter. Fouchet’s method in which 
trichloracetic acid and perchloride of iron are em- 
ployed permits the detection of bilirubin in a 
dilution of 1:i,000. 

Ehrlich’s diazo reaction produces red in a neutral 
solution and violet blue in an acid medium when 
bilirubin is present. It is sufficiently sensitive to 
show 1 mgm. of bilirubin to the liter in an aqueous 
solution provided the bilirubin has not been sub- 
jected to oxidation. From Ehrlich’s reaction the 
van den Bergh reaction and the authors’ restricted 
diazo reaction were developed. 

The authors discuss the delicacy of the van den 
Bergh reaction. The successive additions of alcohol 
necessary in the indirect method are said to weaken 
the sensitiveness of the test. 

The authors’ restricted diazo reaction aims to 
avoid the errors induced by alcohol extraction. The 
authors use the blood serum, diluting with a 15 
per cent solution of pure magnesium sulphate to 
give a different density from that of the diazo 
reagent. The color of the icteric serum is brought 
to the pale yellow of normal serum by dilution. 
With a 20-c.cm. graduated pipette, hemolyzing 
tubes are partly filled with varying proportions of 
the diluted serum and the 15 per cent magnesium 
sulphate selution, no more than 1 c.cm. being intro- 
duced into any tube. The diluted blood serum is added 


to the tubes thus: 2°/20, '9/20, !3/20, 9/20, and 2/20. 
The complement of magnesium sulphate in the cor 
responding tubes amounts to #/2, 2/20, 19/20, and #8 / 0. 


The tubes are then shaken and set up in an inclined 
position and the diazo reagent is slowly poured in 
with a pipette. The complete reaction requires from 
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ten to fifteen minutes. The results are read by turn- 
ing one’s back to the window and holding the tubes 
in front of white paper. 

In tubes rich in bilirubin a violet-colored contact 
ring appears. This is less noticeable in the higher 
dilutions. Prepared tubes of artificial sera, hypo- 
cholemic sera, and albuminous sera with bilirubin 
are uséd as standards for comparison. The method 
is rapid and sensitive. KELLOGG SpeED, M.D. 


Leo, E.: The Ideal Cholecystectomy (La colecistecto- 
mia ideale). Arch. ital. di chir., 1931, Xxx, 655. 

Leo reviews the general and technical problems 
of cholecystectomy with and without drainage, with 
subserous removal, and with no attempt to perito- 
nize the gall-bladder bed. He then describes a chol- 
ecystectomy without drainage in which the stump 
of the cystic duct is covered with a pedunculated 
flap of peritoneum dissected from the more distal 
portion of that duct before it is sectioned, and the 
gall-bladder bed is peritonized with the use of a 
special U type of suture which facilitates hamo- 
stasis and biliary stasis. Peter A. Rost, M.D. 


McClure, C. W., and Huntsinger, M. E.: Patholog- 
icophysiological Studies on Changes in the Ex- 
ternal Secretions of the Pancreas and Liver. 
New England J. Med., 1932, ccvi, 507. 

The purpose of the studies herewith reported were: 
(1) to ascertain the reason for the wide variation in 
the results of determinations of the enzymes in the 
duodenal contents reported by different observers, 
(2) to make a more comprehensive study with rela- 
tively exact methods of the findings in various clin- 
ical conditions, and (3) to determine the possible 
relationship between functional disturbances of the 
liver and pancreas. 

The duodenal tube was introduced in the morning 
about fifteen hours after the last meal. After the tip 
had entered the second portion of the duodenum, as 
determined with the fluoroscope, 5 c.cm. of oleic acid 
and 30 c.cm. of warm tap water were introduced 
through the tube. The duodenal contents were then 
collected and analyzed for their content of pancre- 
atic enzymes. In the biliary fraction estimations 
were made of the substance giving a modified Pet- 
tenkoefer reaction expressed as the “furfurol num- 
ber” of cholesterin, and of the two types of pigment, 
one insoluble and one soluble in alcohol. 

The normal duodenal contents obtained either dur- 
ing fasting periods or when digestion is progressing 
are mainly a mixture of bile, gastric contents, and 
pancreatic juice. 

In the authors’ investigations studies were made 
of patients with cirrhosis of the liver, toxic jaundice, 
cholecystitis, cancer of the pancreas, uncomplicated 
duodenal ulcer, and miscellaneous conditions, and 
of patients who had been subjected to cholecystec- 
tomy. 

In all cases of demonstrable organic lesions affect- 
ing the liver or its duct system, the biliary findings in 
the duodenal contents were abnormal. The occur- 





rence of jaundice in these conditions is usually 
ascribed to mechanical obstruction of the common 
duct or the canaliculi of the liver. However, com- 
parisons of the concentrations of the biliary con- 
stituents of the duodenal contents in persons with 
and without jaundice and with or without biliary 
disease showed that bile comparable in concentra- 
tion and composition was frequently secreted by all. 
This observation suggests that some factor other 
than obstruction may be necessary for the develop- 
ment of clinical jaundice. The most obvious addi- 
tional factor is a functional disturbance within the 
hepatic cells. 

The presence in the duodenal contents of patients 
with toxic jaundice of at least two pancreatic en- 
zymes in normal concentration shows that there is 
little, if any, obstruction of the ampulla of Vater. 
This finding excludes the presence of a so-called 
mucus plug as the cause of the jaundice. The quali- 
tative changes in the biliary function were so marked 
as to demonstrate functional disturbance of the 
hepatic cells. The demonstration of hepatic dys- 
function and patency of the ampulla of Vater adds 
confirmation to the conception that toxic jaundice 
has its origin in functional disturbances in the liver 
cells. 

Following cholecystectomy the. biliary fraction 
was always abnormal. The authors believe that 
hepatic functional disturbance, and not changed 
mechanics within the biliary ductal system, is the 
major cause of the qualitative changes which not in- 
frequently occur in the bile in the absence of disease 
of the gall bladder or demonstrable organic involve- 
ment of the liver. 

The complete suppression of pancreatic juice in a 
patient with acute yellow atrophy and the frequency 
with which evidences of enzymic abnormalities were 
associated with cirrhosis and toxic jaundice sug 
gested an interrelationship between hepatic and pan 
creatic functional mechanism. This was indicated 
also by the observation that when pancreatic dis 
turbance was demonstrable in cases of ulcer and 
cholecystitis it was associated with abnormal biliary 
findings. The mild dysfunction found when the pan- 
creas was embedded in malignant growths was prob 
ably due to circulatory interference caused by pres 
sure. Such dysfunction was the earliest objective 
sign demonstrable in two patients with malignant 
involvement of the retroperitoneal glands. 

Cuarces F. DuBots, M.D. 


Caporale, L., and De Fermo, C.: Sympathectom) 
of the Arteries Supplying the Pancreas (Sul! 
simpatectomie delle arterie che irrorano il pancreas 
Arch. ital. di chir., 1931, XXX, 422. 

Following a brief review of the literature th 
authors report a series of experiments carried out on 
dogs in which they studied the effect on the suga: 
content of the blood and alimentary hyperglycemi: 
of sympathectomy on the arteries supplying th 
pancreas and investigated the pathological histolog: 
of the pancreas after this operation. 
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When the superior pancreaticoduodenal, the 
superior mesenteric, and the pancreatic branches 
of the splenic arteries were stripped of their adventi- 
tial coat and painted with phenol, they first con- 
tracted and then dilated and caused hyperemia of 
the gland. As a result there was a change in the 
glycoregulatory apparatus causing an increase of the 
blood sugar to between 0.25 and 0.35 per cent above 
the pre-operative values. The increase reached its 
maximum from ten to twenty days after the opera- 
tion, the values then returning to approximately 
normal in from thirty to fifty days. 

The test of alimentary hyperglycemia a(fter 
sympathectomy showed a change in the hyperglycwx- 
mia curve due to a more accentuated reaction which 
persisted longer than normal. 

The effect of sympathectomy on the superior 
pancreaticoduodenal artery alone was almost as 
marked as that produced by sympathectomy on all 
three arteries. 

From ten to twenty days after the sympathectomy 
small zones of coagulation necrosis were found dis- 
tributed in the gland without any particular order. 
In a month or two these disappeared. The entire 
gland was hyperemic. A. Louts Rost, M.D. 


MISCELLANEOUS 


Trinchera, C.: Diagnostic and Prognostic Criteria 
of Acute Abdominal Syndromes (Criteri diag- 
nostici e prognostici su sindromi addominali acute) 
Arch, ital. di chir., 1931, Xxx, 381. 


Trinchera studied the xanthoproteic reaction, the 
results of the bengal-rose test, the biliary plasma 
index, the chloride and urea content of the blood, 
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and the indican, acetone, biliary pigment, chloride, 
and urea content of the urine in the cases of patients 
with intestinal obstruction, strangulated hernia, and 
general peritonitis. As a control to these clinical 
studies he made analogous studies on dogs. 

In the xanthoproteic reaction, biliary plasma 
index, bengal-rose test, blood urea, and urinary indi- 
can he noted a constant increase to as much as twice 
the normal in acute intestinal obstruction, but only 
transient changes in chronic intestinal obstruction. 
The maximal change of three times the normal was 
observed in acute intestinal obstruction complicated 
by peritonitis and in diffuse peritonitis. In strangu- 
lated hernia the increase was slight in cases in which 
resection of the strangulated loop was not done, 
whereas in cases in which resection was performed 
it was considerable. 

The author believes that these determinations may 
be of value in the diagnosis and prognosis of acute 
abdominal conditions. Peter A. Rost, M.D. 


Wiese, H. W., and Larimore, J. W.: Roentgenology 
of Extra-Alimentary Tumors. .11./. Roentgenol, 
1932, XXVil, 383. 

Wiese and Larimore made roentgenoscopic and 
roentgenograph’c ‘studies of the gastro-intestinal 
tract in 126 cases of abdominal tumors. They 
emphasize the value of the lateral view in revealing 
displacements of the stomach and intestines. In 
the cases reviewed the topographic alterations in 
the tract indicated whether the tumor was intra- 
peritoneal or retroperitoneal and usually gave strong 
presumptive evidence as to its origin. ‘These findings 
confirmed the clinical findings or alone supplied the 
necessary data. Cuarves H. Heacock, M.D. 


GYNECOLOGY 


UTERUS 


De Gaudino, M. T.: Radium in Uterine Fibroma- 
tosis (E] radio en la fibromatosis uterina). Semana 
méd., 1932, XXxix, 85. 

The author maintains that in the treatment of 
fibromyomata of the uterus radium serves better 
than surgery. It causes the tumors to disappear 
within a few months and permits conservation of the 
uterus and ovarian function, which is so important 
in the psychic life of the woman. 

Total and subtotal hysterectomies are no longer 
justifiable. They are mutilating and even when the 
ovaries are conserved they usually do not give the 
results hoped for because, after the operation, the 
overies undergo a regression amounting to castration. 

Conservative operations may compete with 
radium. Myomectomy, enucleation, and extirpation 
of pedunculated tumors are justifiable in the cases of 
young women, but not in those of women about to 
enter the menopause. 

As compared with the conservative operations of 
Werth Duran, Bethner, Freun, Blair Bell, and 
Passeron, radium has the advantage as in these 
procedures it is not always possible to leave a suffi- 
cient amount of muscle and mucosa to assure the 
periodical monthly flow. 

After treatment with radium a reduction of the 
size of the tumor is often noted by the end of the 
second month and should be very definite by the 
sixth month. If, at the end of ten or twelve months, 
the uterus is still enlarged, and especially if the 
hemorrhages have recurred, a second application is 
indicated. In the majority of the author’s cases a 
single application has been sufficient. At the end of a 
year no evidences of the lesion remain, the uterus 
being of normal consistency and without indurations 
or scars such as are seen in cases of cancer of the 
cervix treated with radium. 

The author has treated sixty-five cases of uterine 
fibromatosis with radium. All types of tumors were 
represented—submucous, subserous, and interstitial. 
In sixty-two cases the tumors disappeared com- 
pletely. In one of the three cases in which the treat- 
ment failed the fibroid was associated with a malig- 
nant ovarian tumor. A few months after the radium 
treatment the ovarian tumor was operated upon 
because of the development of ascites, but it had 
already become generalized. In the second case in 
which the radium treatment failed it was necessary 
to use X-ray irradiation to stop the bleeding. The 
third case was that of a patient suffering from phle- 
hitis who refused a second application of radium 
although the tumor had been reduced in size and the 
bleeding had ceased. The largest tumor was an 
interstitial fibroma the size of a six months’ preg- 
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nancy. In three cases in which X-ray irradiation 
failed, radium caused disappearance of the tumor 
within a few months. James T. Case, M.D. 


Adler, L.: The Treatment of Carcinoma of the 
Cervix by Vaginal Hysterectomy and Radium. 
Am. J. Obst. & Gynec., 1932, xxiii, 332. 


The author claims to be the first to use post- 
operative radium irradiation systematically in the 
treatment of carcinoma of the cervix. When the 
peritoneum is closed after extirpation of the uterus, 
the ureters are protected with sterile gauze and so 
mgm. of suitably screened radium are inserted in 
each of the parametrial wound cavities. The radium 
is left in place for from six to eight hours. This is 
the standard method. When the advisability of 
radical operation is doubtful and when suspected 
infiltrations remain in the sacro-uterine ligaments, 
a 3- or 4-mgm. radium tube is laid in the proper 
place. Beginning two months after the operation, 
from six to eight prophylactic crossfire irradiations 
are given, the radium being placed in the rectum 
and vagina for about three hours. This prophylactic 
application of radium is combined principally with 
roentgen irradiation. As a rule three series of treat- 
ments are administered. In the first series nearly 
the full carcinoma dose is given. These series are 
applied at intervals of from three to six months. 

Four hundred cases have been treated in the 
manner described without any complications except 
transitory rises in the temperature. A comparison 
of the results obtained by the author with those oi 
other surgeons in the same hospital is shown in the 
following table: 


Patients operated upon and still living 
With irradiation Without irradiation 
Per cent Per cent 
92.8 72 
72.0 61 
61.8 52 
58.8 42 


E. L. Cornett, M.D. 


Years 


ADNEXAL AND PERIUTERINE CONDITIONS 


Massazza, M.: Manifestations of Functional Ac 
tivity of Tumors of the Ovaries and Their Re 
lation to Certain Utero-Ovarian Reaction 
(Manifestazioni di attivita funzionale in tum: 
dell’ovaia e loro rapporto con alcune reazioni ute! 
ovariche). Folia gynaecol., 1931, XXvili, 531. 

In the cases of two women with ovarian tum: 
the author attempted to determine the presence 
specific hormones in the tumors by transplanti 
pieces of the neoplastic tissue into immature mi: 
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‘The first case was that of a woman forty-nine years 
of age who had a follicular carcinoma of the cylin- 
dromatous type with diffuse ‘peritoneal metastases. 
lransplantation of the tumor tissue from this pa- 
tient into immature mice failed to cause a reaction 
in the genital tract of the experimental animals. 
This was contrary to the expected result as the 
tumor contained follicular elements. 

The second case was that of a woman aged twenty- 
three years who was operated upon for a sarcoma of 
the ovary. Transplantation of this tumor tissue into 
immature mice produced the typical vaginal mani- 
festations of estruation and reactions similar to those 
caused by the injection of follicular hormone. As 
ovarian sarcomata do not contain follicular ele- 
ments, the author believes that the reactions ob- 
served cannot be attributed to a specific hormone. 

Massazza discusses the value of functional tests 
with neoplastic cells in determining the primary ele- 
ments from which tumors originated. He believes 
there is no relation between the reaction of the 
tumor cells and the germinal elements. He has come 
to the conclusion that the reactions obtained in 
experimental animals have a varied significance and 
a genetic mechanism which is as yet obscure, but is 
exerted independently of the specific functional 
activity of the neoplastic cells. 

Peter A. Rost, M.D. 


EXTERNAL GENITALIA 


Papin, F.: Lateral Pyocolpos (Le pyocolpos latéral). 
Gynéc. et obst., 1932, XXV, III. 

Lateral pyocolpos is the accumulation of pus in a 
secondary vagina situated next to the normal vagina 
and closed below. It is the result of certain double 
vaginz. While malformations of the female genital 
organs, especially double uteri, are relatively fre- 
quent, lateral pyocolpos is rare. 

Papin reports the case of a woman thirty years of 
age who consulted him in December, 1925, on account 
of losses of blood from the vagina in the intervals 
between menstrual periods and pain in the lower part 
of the abdomen. She had never had a child or a 
miscarriage. 

The cervix was normal. The body of the uterus 
presented an anterolateral protuberance suggesting a 
small fibroma. Examination disclosed also physical 
signs of adnexitis, which, while not very marked, 
were sufficient to explain the abdominal pain. The 
condition of the cervix did not explain the regular 
losses of black blood which had occurred in the inter- 
menstrual periods since puberty. 

At laparotomy, the regularity and perfect sym- 
metry of the mass which could be palpated through 
the uterus suggested a double uterus. The two uteri 
seemed to unite at the cervix, and it was erroneously 
concluded that there was a duplicitas only as far as 
the isthmus. The intermenstrual losses of black 
blood were attributed to the uterine duplicitas. 

The left uterine body with all its adnexa, which 
were diseased, and the right tube, which was also 
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diseased, were removed. ‘The right ovary and right 
hemi-uterus were left intact. 

The operation was followed by considerable im 
provement. During the two years the patient was 
under observation she complained of only slight 
pains in the lower part of the abdomen. ‘The men- 
strual periods were regular, and the amount of 
menstrual blood was normal. ‘The intermenstrual 
losses of black blood no longer occurred. 

In 1931 the patient returned complaining of losses 
of purulent fluid from the vagina. Gynecological 
examination revealed a small mobile uterus. The 
cervix was flanked on its left side by a swelling which 
was difficult to define. Papin decided to perform a 
total hysterectomy, and section the vagina to remove 
the uterine cervix which seemed to be the source of 
the purulent discharge. The right ovary, which was 
found to be polycystic and enlarged, was also re- 
moved. As the resection of the left lateral wall of 
the vagina was being completed pus flowed from an 
unexpected cavity. The latter was found to be a 
second vagina which extended downward the length 
of the left wall of the normal vagina and terminated 
in a cul-de-sac at a depth of 6 or 7 cm. about 4 or 5 
cm. from the vulva. Near the top of this cavity 
appeared the orifice of the cervix of the uterus which 
had been removed at the first operation. ‘The vagina 
on the left side was removed. The septum between 
the two vagine was of unequal thickness, and in a 
very thin portion showed several openings. Follow- 
ing the hysterectomy the septum between the two 
vagine was resected. 

The uterine malformation in this case belonged to 
Type 2 of the Ombrédanne and Martin classification, 
i.e., two uteri with separate fundi and cervices joined 
together, a pseudodidelphic uterus with a second 
vagina which was blind. It was the latter which 
permitted the development of the lateral pyocolpos. 
The author believes that the blind vagina communi- 
cated by a small passage with the normal utero- 
vaginal passage as this supposition explains the 
clinical history. 

Papin operated from above because he had not 
made the diagnosis of lateral pyocolpos. He states 
that if the diagnosis is made soon enough it would 
probably be best to perform the vaginal operation 
from below. The operation may consist in only 
destruction of the septum. Extirpation of the canal 
appears to be unnecessary. PACE. 


Rabinovitch, J.: Carcinoma of the Bartholin 
Gland. Am. J. Obst. & Gynec., 1932, xxiii, 208. 


A woman seventy-one years of age gave a history 
of swelling of the right labium majus for three years. 
Her health was otherwise unimpaired. ‘The mass 
occupied the lower two-thirds of the right labium 
majus, bulged over the introitus, almost obliterated 
the vagina, and extended inward along the anterior 
surface of the lower rectal wall for a distance of 
about 2 in. from the anal orifice. It was irregular 
and nodular in outline. For the most part it was of 
a firm consistency, but in certain portions it was 
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soft and showed a definite fluctuation. The skin 
overlying the mass and over the proximal portion 
of the thigh was reddened. ‘There was no ulceration. 
The tumor was quite tender to the touch. It was 
not firmly attached to the skin anteriorly or to the 
rectum posteriorly. The cervix and uterus were 
normal, the adnexa were not palpable, and the 
inguinal lymph nodes were not markedly enlarged. 

An incision was made over the right labium majus 
and the tumor readily delivered intact. 

On microscopic examination the neoplasm was 
found to consist of various sized masses of epithelial 
tissue separated from each other by thin bands of 
connective tissue. When examined with low mag- 
nification it showed a very striking resemblance to 
malignant thyroid tissue in the arrangement of the 
acini and the lining epithelium. 

E. L. Cornett, M.D. 


Stoianovitch: Vulvar Pruritis and Vaginismus; 
Bilateral Neurotomy of the Internal Pudenal 
Nerve; Cure (Prurit vulvaire et vaginisme; névrot- 
omie bilatérale du nerf honteux interne; guérison). 
Bull. et mém. Soc. nat. de chir., 1932, lviii. 342. 


Vulvar pruritus and vaginismus may be associated 
or occur independently. In either event they offer 
much the same problem. In general the treatment 
should be etiotropic. The most common causes are 
diabetes, alcoholism, intestinal parasites, polyps of 
the urethra, hemorrhoids, fissures, and the various 
pruriginous diseases known to the dermatologists. 
The pruritus is prone to develop in the course of an 
artificial or natural menopause. Only rarely can it 
be traced to pathological conditions in the uterus or 
adnexa. In some cases a most careful examination 
reveals no cause and the term “essential pruritis”’ 
must be applied. For such cases the author recom- 
mends section of the vulvar branches of the internal 
pudendal nerve according to the technique described 
by Tavel. 

The author reports the case of a woman fifty-six 
years old who had suffered anovulvar pain and 
burning sensations for three years. Excision of a 
fissure relieved the symptoms for only six months, 
and treatments with the X-ray, electricity, epidural 
injections, and ointments were without effect. Bi- 
lateral section of the internal pudendal nerve with 
careful preservation of the anal branch was followed 
by complete relief. When the patient was seen three 
years later the initial anasthesia of the vulva had 
ceased. At no time had there been any motor 
disturbances. Apert F. De Groat, M.D. 


Arenas, N.: Esthiomene of the Vulva ([stiomene de 
la vulva). Bol. Soc. de obst. y ginec. de Buenos Aires, 
1931, X, 467. 

Arenas reports a case of esthiomene of the vulva in 
which he performed a complete vulvectomy with the 
radio knife. The patient made a rapid convalescence, 
the wound healing by primary union. Examination 
about five months later showed no evidence of 


recurrence. 





Following a review of the literature on this type of 
lesion the author draws the following conclusions: 

1. Esthiomene of the vulva is a rare chronic con- 
dition involving the anal, rectal, and vaginal zone. 
It is manifested by erythema, ulceration, and hyper- 
trophy. Stenosis of the vagina or rectum and a 
vesicovaginal or rectovaginal fistula may result. 

2. There is no accord as to the etiology. The con- 
dition is a syndrome rather than a clinical entity, but 
is sufficiently characteristic to be distinguished from 
similar conditions of known etiology. It develops 
slowly. It occurs in women of a low social scale 
whose hygiene is poor, and usually after syphilis or 
tuberculosis. It is most common between the ages 
of twenty-five and forty-five years. 

3. The presence of giant cells of the Langhans type 
indicates that the condition is a chronic process 
similar to syphilis and tuberculosis, but the path- 
ological findings are not characteristic enough to 
indicate the cause. 

4. Three clinical types of esthiomene of the vulva 
have been described: (1) the superficial serpiginous, 
(2) the perforating, and (3) the hypertrophic. 

5. There are few symptoms. The general health is 
not affected, and there are only minor local disturb- 
ances such as itching and burning which can be 
tolerated. The condition does not disturb menstrua- 
tion, sexual relations, urination, or defecation until 
it becomes very advanced. The regional glands are 
usually not enlarged. The disease is probably not 
contagious. 

6. Esthiomene of the vulva must be differentiated 
from phagedenic chancre, ulcerated hypertrophic 
tuberculosis, cancer, tertiary ulcerative lues, vulvar 
elephantiasis, and venereal granuloma. 

7. Of the many therapeutic procedures suggested. 
the majority include the use of the thermocautery or 
a chemical caustic. The results have not been satis 
factory. Complete excision of the vulva is advisable. 
With the use of the radio knife, bleeding is practically 
absent, the procedure is safe, and a cure may be 
obtained. WitttAm R. Torcerson, M.D. 


MISCELLANEOUS 


Tavernier and Pouzet: Benign Tumors of the Bon) 
Pelvis (Tumeurs benignes du bassin). Lyon chir., 
1932, XXiX, 9. 

Six benign tumors of the pelvic bones are describe: 
and shown by roentgenograms: a fibroma, a giant 
cell tumor, a tumor of undetermined cause, a 
echinococcus cyst, and two chondromata. Thes: 
growths are usually recognized very late. The ilia 
bone may be greatly enlarged before it produce 
functional disturbances or pain. Growths on the 
iliac crest may be palpated by the patient, as in on: 
of the authors’ cases of chondroma. In the authors’ 
other case of chondroma, the tumor was discovere‘| 
on the sacrum accidentally during a gynecologica! 
examination. Most benign tumors of the bony pelvis 
are discovered accidentally during X-ray examina 
tion for some other condition. 
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With the exception of the chondromata, which 
seem to be implanted on the surface of the iliac bone 
and protrude from it, the growths inflate the entire 
bony plate. Among the tumors of the latter type in 
the authors’ cases, two groups could be distinguished, 
one showing a definite trabeculation but no destruc- 
tion (the fibroma and the tumor of undetermined 
type), and the other showing cavities and zones of 
destruction (the giant-cell tumor and the echinococ- 
cus cyst). 

By roentgenography it is possible to rule out all 
malignant growths except osteosarcomata. The 
differential diagnosis between osteosarcoma, echino- 
coccus cyst, and giant-cell tumor is difficult. Occa- 
sionally an inflammatory lesion may present similar 
difficulties. 

A biopsy of the bone may lead to hamorrhage, 
infection, and death from septicemia. This occurred 
in the authors’ case of giant-cell tumor. 

Complete removal of these benign tumors is dilii- 
cult and sometimes impossible. The chondroma 
implanted on the bony plate is extirpated most easily. 
In the authors’ case the tumor recurred twice locally 
and the patient finally died in cachexia, but as there 
was no metastasis, the malignancy was local. In 
cases showing diffuse involvement of an entire iliac 
wing when first seen, it seems better to refrain from 
surgical procedures. Complete excision is impossible 
and curettage leads to hemorrhage and secondary 
infection. Only in early cases with well-circumscribed 
lesions is complete removal feasible and safe. 

GezA Dr Takats, M.D. 


Davies, J. W.: Abdominal and Pelvic Fasciz with 
Surgical Applications. Surg., Gynec. & Obst., 
1932, liv, 495. 

Two systems of fascia are found in the abdominal 
and pelvic regions, the one a thick fibrous sheet 
which ensheathes voluntary muscle and the other a 
fibro-areolar layer which surrounds involuntary 
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muscle and organs. Organs related to the skin 
develop in the subcutaneous layer, and organs and 
structures related to the abdominal and pelvic cavi- 
ties develop in the subperitoneal layer. Areas sub 
jected to pressure by distention of the organ or 
structure are protected by an increased deposit of 
adipose tissue in the areolar layer. ‘The vessels 
traversing the fibro-areolar layer are surrounded by 
an increase of the fibrous tissue. 

The mesenteroid to each muellerian duct forms 
the lateral support of the adult uterus and vagina. 
The vagina like the rectum is a muscular tube com- 
posed of an inner circular and an outer longitudinal 
layer of involuntary muscular fibers. It is covered 
by fibro-areolar tissue. A delicate areolar tissue con- 
nects the vagina to the bladder and to the rectum 
except in the region of the hemorrhoidal mesenteroid 
of the vagina. The lateral ligament of the uterus is 
thinner and wider than the corresponding latera! 
ligament or mesenteroid of the vagina. The lateral 
mesenteroid of the vagina is a trapezoid support 
formed by the vaginal vessels as they traverse the 
fibro-areolar tissue lateral to the vagina. The antero- 
posterior flattening of the uterus and the vagina is 
due to the lateral attachments. The cylindrical 
shape of the cervix is due to the absence of a lateral 
attachment and the preponderance of circular fibers. 
The round and uterosacral ligaments are fibromus 
cular bundles in which the muscular tissue pre- 
dominates. 

A study of the fasciz of the pelvis shows that side- 
to-side closure of the vaginal vault following com- 
plete hysterectomy will increase the efliciency of the 
lateral attachments. Plastic operations increase the 
general pelvic tone by increasing the tone of the 
lateral mesenteroid of the vagina. Because of the 
arrangement of the fascia, postpartum cervical in- 
spections are facilitated by traction which is placed 
laterally rather than anteriorly and posteriorly. 

Harry W. Fink, M.D. 





OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Parache Guillén: The Biological Diagnosis of 
Pregnancy by the Friedman and Lapham Test 
(Diagnéstico biolégico de la gestacién por el procedi- 
miento de Friedman y Lapham). Prog. de la clin., 
Madrid, 1932, xx, 100. 


The Friedman-Lapham test of pregnancy was 
used by the author in 120 cases of pregnancy, 5 
cases in which ectopic pregnancy was_ suspected, 
5 cases of puerperal women, 5 cases of hydatiform 
mole, 1 case of chorionepithelioma, 6 cases of 
ovarian cysts, 5 cases of carcinoma, 7 cases of 
myoma, 3 cases of pyosalpinx, 23 cases of amenor- 
rhoea not due to pregnancy, 2 cases of climacterium, 
and 3 cases of women in the menopause. 

Growth of the follicles was noted in all cases of 
carcinoma, myoma, endocrine disturbances, cli- 
macterium, and ovarian cysts. 

Follicular hemorrhages and the formation of 
atretic corpora lutea are characteristic of pregnancy. 
In the rabbit, hemorrhagic follicles predominate 
over atretic corpora lutea in the positive reactions 
and can be easily recognized. 

In the 5 cases of hydatiform mole a positive re- 
action was obtained with 50 per cent dilutions of 
urine even in a rabbit which died after the third 
injection. In 4 cases the reaction became negative 
a few days after removal of the moles. In the other 
case the positive reaction persisted for two months 
and led to the diagnosis of chorionepithelioma which 
later was confirmed by pathological examination. 
Of the women who were pregnant, 83 had been 
pregnant for less than three months and 2 had had 
amenorrhcea for only twelve and eighteen days 
respectively. The diagnosis in the cases of these 
women was confirmed by roentgen or later 
examinations. Some of the cases of amenorrhoea 
were cases of pseudocyesis. Of 5 cases in which a 
clinical diagnosis of ectopic pregnancy was made, 
the 3 with positive reactions were proved to be cases 
of ectopic pregnancy, while of the 2 with negative 
reactions 1 was a case of hematosalpinx and the 
other a case of old hemorrhagic cyst. The author 
draws the following conclusions: 

1. Female rabbits isolated for a certain length 
of time serve very well for the demonstration of the 
hormone of the anterior lobe of the hypophysis. 

2. The Friedman-Lapham test is specific for 
pregnancy. 

3. In its quantitative aspects the reaction is 


suitable for the diagnosis of hydatiform mole and 


chorionepithelioma. 

4. The simplicity of the method makes it avail- 
able to all clinics and laboratories and even to small 
private institutions. 


5. It is much quicker than other tests for preg- 
nancy. 

6. It is also more objective. 

7. It results in a correct diagnosis in a greater 
percentage of cases. 

8. For these reasons it is to be considered the 
procedure of choice. 


W. H. Martinez, M.D. 


Apajalahti, A.: On the Inflammatory Etiology of 
Tubal Pregnancy. A Clinicostatistical Study of 
the Material of the City of Helsingfors (Zur in- 
flammatorischen Aetiologie der Tubenschwanger- 
schaft. Eine klinisch-statistische Studie an Material 
aus der Stadt Helsinki). Acta Soc. med. Fennicae 
Duodecim, 1931, xvi, No. 1. 

To determine whether the incidence of tubal preg- 
nancy has increased in Helsingfors and, if so, whether 
inflammation has been responsible, the author re 
viewed 855 cases occurring in the period from 1901 
to 1930. 

He found that extra-uterine pregnancy has in 
creased about 214 times as compared with the num- 
ber of mature women and about 4 times as compared 
with the number of conceptions, even though the 
frequency of conception and the number of deliv- 
eries at term compared with the number of mature 
women have decreased. 

He discovered also that the frequency of the most 
common causes of salpingo-oéphoritis (abortion, pre 
mature delivery, and gonorrhoea) has increased. 

In a review of 305 cases of tubal pregnancy treate | 
in the Gynecological Clinic of the University of Hel 
singfors in the period from 1920 to 1930, it was found 
that changes due to an old salpingo-odphoritis were 
present in the adnexa of the other side in at least 
67 per cent, and were as frequent in primigravide as 
in multigravide. In primigravide the most com 
mon cause of salpingo-odphoritis was apparentl\ 
gonorrhoea. Of the multigravide, nearly one-hal! 
had had abortions. In more than one-third of th: 
cases the last conception preceding the tubal preg 
nancy had been followed by abortion. As the inte: 
val between conceptions was usually two years 
puerperal infection may be regarded as of at leas’ 
as much importance as gonorrhcea in the etiology « 
tubal pregnancy. The salpingo-odphoritis caused b 
appendicitis seemed also to be a factor as tubal prey 
nancy occurred more often on the right side than 0 
the left side, especially in women who had been su! 
jected to appendectomy. These observations ind 
cate that tubal pregnancy is often preceded by sa 
pingo-odphoritis. 

The author claims that the frequency of tubal pre; 
nancy and of the usual causes of adnexitis (abortio 
premature delivery, and gonorrhoea) have sever 
clinicostatistical characteristics in common whi: 
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suggest a causal relationship. On the basis of the 
number of mature women and the number of con 
ceptions, the frequency of ectopic pregnancy has in- 
creased with the frequency of premature delivery, 
abortion, and gonorrhoea. The increase became ap- 
parent first after 1908. It has been most marked in 
women under thirty years of age and more marked 
in unmarried women than married women. 
Louts NEuwELT, M.D. 


Cozzi: The Content of Hypophyseal Hormone in 
the Amniotic Fluid and Fetal Urine (Sul con- 
tenuto in ormone ipofisario nel liquido amniotico e 
nell’urina fetale). Arch. di ostet. e ginec., 1932, 
XXXIX, OF. 

Cozzi reviews briefly some of the principles in- 
volved in tests for the hypophyseal hormone. His 
studies were limited to analyses of amniotic fluid 
and the urine of newborn infants. In amniotic fluid 
the Aschheim-Zondek reaction was always strongly 
positive even after the fluid had been filtered through 
a collodion membrane. After deproteinization, the 
reaction was very slight, suggesting that the active 
principle was removed or altered in the process. 

In the urine of newborn infants the reaction was 
always positive on the first day, less positive on the 
second day, and absent on the third and fourth days. 

Substances which stimulate the contraction of 
smooth muscle and cause vasoconstriction were also 
demonstrated in the amniotic fluid. 

A. Louts Rost, M D. 


Bock, A.: The Diet During Pregnancy (Die Ernaeh- 
rung der Schwangeren). Klin. Wehuschr., 1931, ii, 
2047. 

The author discusses the metabolic changes occur- 
ring in pregnancy and bases his conclusions regarding 
the diet of pregnant women upon them. 

The metabolism of protein is altered in such a way 
during pregnancy that a much smaller quantity of 
protein is utilized. Accordingly, nitrogen retention 
is always present although there is no increase in the 
residual nitrogen of the blood. The blood as well as 
the urine contains complex products of protein 
metabolism. Even in pregnancy toxemia there is 
seldom an increase in the non-protein nitrogen. 
Nevertheless the protein intake should be decreased 
during pregnancy because the metabolism of the 
protein molecule is decreased. A decrease in the 
protein intake is of importance especially in tox- 
wmias of pregnancy with symptoms of renal damage 
as in these conditions the excretion of protein prod- 
ucts is also rendered more difficult. 

The fat metabolism is increased during pregnancy. 
As a result there is an increase in the formation of 
the intermediate products of fat metabolism, namely, 
acetone bodies. A high fat diet during pregnancy 
therefore results in an increase of acetone bodies in 
the organism which leads to acidosis. The symp- 
toms may be especially pronounced in cases of tox- 
wmia. For these reasons, fatty foods such as fat 
meats, lard, and bacon should be forbidden. The 
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views concerning the metabolism of fat during preg 
nancy which were based on the findings of experi- 
ments were proved correct during the war. The low 
fat diet during the war period resulted in almost 
complete disappearance of pregnancy toxamias, es 
pecially eclampsia. Pregnancy itself results in an 
increased deposit of neutral fats. For example, cho 
lesterin is increased and during the puerperium is 
excreted in increased amounts. It is excreted in the 
bile and the milk. Absence of lactation results in a 
retention of cholesterin which favors the formation 
of gall stones. 

Of the greatest importance in pregnancy is the 
metabolism of carbohydrates. A change in this 
metabolism is evidenced by the excretion of sugar 
in the urine, especially after carbohydrate intake 
(alimentary glycosuria). ‘The blood-sugar values are 
not increased (renal diabetes). Nevertheless the 
carbohydrate intake is of great importance to the 
pregnant woman. Carbohydrates constitute her 
chief source of nourishment, and because of their 
anti-acidosis effect they act to prevent the toxicoses 
of pregnancy. Therefore a carbohydrate intake is 
not only desirable but also necessary. 

The mineral metabolism is of importance to both 
the mother and the child. It maintains the molecular 
concentration in the maternal organism and fur- 
nishes important elements for the development of 
the fetal skull. The most important minerals are 
iron, calcium, and sodium. Iron deficiency in the 
maternal organism results in abortion. Of most im- 
portance in the development of the fetal skeleton is 
calcium. The calcium deposits of the placenta as 
well as those in the maternal organism are utilized 
for this purpose. To maintain these deposits it is 
necessary to administer calcium. In this way the 
calcium content of the blood and thereby the calcium 
metabolism may be increased. Sodium chloride is 
retained in the tissue cells during pregnancy. As a 
result there is a pronounced water retention in the 
cells (tendency toward oedema). This phenomenon 
is not dependent upon damage to the renal tissue. 
The salt and water intake should be decreased dur- 
ing pregnancy. 

Investigations of vitamin metabolism have not 
yet progressed very far. 

The dietary management of pregnancy should be 
based upon the facts cited. In order to advise his 
patients properly, the physician, especially the gyne 
cologist, must understand the metabolic processes 
of pregnancy. Regulation of the diet may some 
times constitute an effective prophylaxis against 
eclampsia. I’. SieGert, M.D. 


LABOR AND ITS COMPLICATIONS 


Solomons, B.: Methods of Obstetrical Diagnosis 
and Treatment at the Rotunda Hospital in 
1909 Compared with 1929. Proc. Roy. Soc. Med., 
Lond., 1932, XXv, 312. 


In the abstract of this article on page 455 of the 
May, 1932, issue the second conclusion should read: 
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“‘Non-fixation of the fetal head in primigravide com- 
mencing labor is relatively common and amounted 
in this series of cases to 19.5 per cent of all cases 
in which the head presented.”’ 


Scott, R. A.: Posterior Occiput Presentation. Am. 
J. Obst. & Gynec., 1932, XXiii, 400. 

Of 1,000 consecutive cases of delivery in the 
Evanston Hospital, Evanston, Illinois, a posterior 
occiput presentation occurred in 144. In 50 (34.7 
per cent) of the latter—ro those of primipare and 
40 those of multipara—delivery was effected with 
the occiput in the posterior position. The average 
duration of labor was seven hours and thirty-seven 
minutes. In 36 cases delivery occurred spontane- 
ously. In 11 it was effected with low forceps and in 
3 it was effected with mid-forceps. In only a small 
percentage of the cases in this group was a sedative 
given during the first stage. 

In 43 (29.9 per cent) of the cases of posterior 
occiput presentation—zo those of primipare and 23 
those of multipare—the occiput rotated to an ante- 
rior position spontaneously. The duration of labor 
in these cases ranged from two hours and forty-eight 
minutes to twenty-seven hours and thirty-three 
minutes, and averaged eleven hours and thirty-six 
minutes. Delivery occurred spontaneously in 32 
cases. In 10 cases low forceps, and in 1 case mid- 
forceps were used. 

In 50 cases of posterior occiput position the occi- 
put was rotated to an anterior position manually, 
and in 1 case by a Scanzoni maneuver. Of these 
cases, which constituted 35.4 per cent of the total 
number, 37 were the cases of primipare and 14 the 
cases of multipare. Full dilatation was completed 
normally in all but 3. In 1 of the latter Duhrssen 





incisions were made, and in 2 complete dilatation 
was produced manually. The infant mortality of 
5.88 per cent was a little high, a fact indicating 
either an error of judgment or lack of skill in delivery. 
E. L. CorNELL, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Popandopulo, I.: Birth Shock (Zur Frage des Ge- 
burtsshocke). Vraé. Delo, 1931, xiv, 237. 


Birth shock is observed more frequently than is 
suggested by the literature. In the Russian litera 
ture cases have been reported by Gusakoff and Man 
delstamm. The condition develops suddenly at the 
end of the third stage of labor without preceding 
evidence of hemorrhage. The pulse becomes thready 
and sometimes even impalpable, breathing becomes 
shallow, and a deathly pallor develops, but the pa 
tient remains fully conscious and if kept perfectl 
quiet recovers rather quickly. The condition i: 
rarely fatal. Most writers on the subject have as 
sumed that it is due to a temporary disturbance o! 
the circulation which causes the blood to collec: 
in the splanchnic area. 

In the treatment, absolute rest is essential. In 
some cases blood transfusion is indicated. Thx 
author reports a case in which the condition de 
veloped after perforation on a dead child, Credé 
manual removal of the placenta, and tamponac 
of the uterus. A considerable loss of blood could be 
ruled out with certainty. The condition becam« 
worse whenever the patient moved. Recovery fol- 
lowed the transfusion of 650 c.cm. of blood. The 
shock could not be ascribed to the obstetrical pro- 
cedures as it did not follow them immediately. 

Von Knorre (G). 
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ADRENAL, KIDNEY, AND URETER 


Cuthbertson, D. P., and Jacobs, A.: Intravenous 
Urography. Preliminary Observations on the 
Recovery of Iodine as a Test of Renal Function 
Following the Injection of Uroselectan. Brit. 
J. Urol., 1932, iv, 36. 

According to Swick and Heckenback, 90 per cent 
of the iodine of injected uroselectan is excreted in 
the urine. When the kidneys are normal, more than 
half of the injected uroselectan is excreted in two 
hours. There is a parallelism between the amount 
of iodine and the amount of urine excreted. 

Tourné and Damm found that in the first two 
hours the content of uroselectan in the blood de- 
creases rapidly and thereafter more slowly. After 
four hours there is no uroselectan in the blood. 
Von Lichtenberg concluded that the rate of elimina- 
tion of uroselectan may be used as a measure of 
kidney function. 

In three cases of normal renal function the authors 
found that the iodine excretion and urine excretion 
were parallel, and that the specific gravity of the 
urine was highest when the iodine content of the 
urine was highest. Von Lichtenberg found that the 
specific gravity of the urine was highest after most 
of the iodine had been excreted. 

The authors reject the use of uroselectan as a 
test of kidney function because the measurement 
of the iodine content of the urine is too complicated, 
the conception of uroselectan diuresis is relative and 
requires many controls, and the measurement of 
the specific gravity of the urine has given different 
results in different investigations. 

GILBERT J. Tuomas, M.D. 


Tixier, L., and Clavel, C.: The Retroperitoneal 
Syndrome and the Relation Between Kidney 
and Gastro-Intestinal Reflexes. Surg., Gynec. & 
Obst., 1932, liv, 505. 

Attention is called in this article to cases present- 
ing the symptoms of partial or complete intestinal 
obstruction in which no pathological condition is 
discovered at emergency operation and the symp- 
toms are found later to be due to a renal or retro- 
peritoneal condition such as renal calculus, hydro- 
nephrosis, haemorrhage, or infection. This syndrome 
is explained by the action on the intestine of inhibi- 
tory reflexes arising in the sensory nerves of the 
kidney, ureter, or posterior parietal peritoneum. 

The authors demonstrated the influence of renal 
and peritoneal stimulation on gastro-intestinal mo- 
tility by placing an exploratory capsule in the 
stomach or intestine of a dog and then taking kymo- 
graphic tracings of the contractions following stimu- 
lation of the kidney, ureter, or posterior peritoneum. 
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In experiments on guinea pigs they found that the 
intestine contracted and dilated segmentally follow- 
ing the retroperitoneal injection of normal saline 
solution. The reflex is produced usually by way of 
the solar plexus. Tueopore P. Graver, M.D. 


Buzeu, P., and Constantinesco, N.: The Study 
of the Immediate Functional Compensation 
of the Kidney Remaining After Nephrectomy 
by Means of the Phenolsulphonphthalein Test 
(L’étude de la compensation fonctionelle immediate 
du rein restant aprés la néphrectomie par l’épreuve 
de la phenolsulphonphthalein). J. d’urol. méd. et 
chir., 1932, XXXiii, 19. 

Following a review of the literature on the im- 
mediate functional compensation by the remaining 
kidney after nephrectomy, the author reports the 
findings in three cases and the results of a compara- 
tive study of the Ambard constant and the phenol- 
sulphonphthalein test in the determination of the func- 
tional compensation after nephrectomy. They draw 
the following conclusions: 

1. Because of its reserve functional capacity, a 
normal kidney is able to assume the function of 
both kidneys within less than twenty-four hours 
after nephrectomy. 

2. Nephrectomy produces a disturbance in the 
elimination of inorganic salts and other blood 
substances upon which the integrity of the alimen- 
tary tract depends. Twenty-four hours after 
nephrectomy the urea is eliminated in a concentra- 
tion which can be compared with the maximum or 
normal concentrations. The equilibrium of elimina- 
tion is re-established in from five to seven hours. 

3. After, nephrectomy the phenolsulphonphthalein 
test is of great value in demonstrating functional 
compensation by the remaining kidney whereas 
Ambard’s constant is uncertain and inconstant 
probably because of the disturbance of bowel 
elimination which occurs during the first few days 
following the operation. FRANK M. Cocuems, M.D. 


Gutierrez, R.: The Clinical Management of the 
Horseshoe Kidney. II]. Am. J. Surg., 1932, Xv, 345. 


The author reviews nineteen cases of disease of a 
horseshoe kidney in which the diagnosis was made 
before operation. He emphasizes the importance of 
recognizing horseshoe kidney as the causative factor 
in the cases of patients complaining of nephralgia, 
mid-abdominal pain, gastro-intestinal disorders with 
constipation, and long-standing intermittent attacks 
of urinary symptoms. The diagnosis is based on 
roentgen studies. 

The plain roentgenogram may demonstrate the 
position of the kidneys and in rare instances may 
show the isthmus. 
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Bilateral pyelography discloses abnormal rotation 
of the pelves with the lower calyces pointing toward 
the midline and the pathognomonic horseshoe 
triangle. 

The treatment may be divided into the medical, 
the urological, and the surgical. 

Medical treatment is indicated in cases with acute 
infection. For such cases the usual treatment for 
renal infections is advisable. 

Urological treatment consists of pelvic lavage and 
the use of indwelling ureteral catheters. 

Surgical treatment consists of the removal of any 
pathological factors that may be present, such as 
calculi, the drainage of infections, or heminephrec- 
tomy. For cases in which the symptoms persist 
after infection has been cleared up and pathological 
changes have been completely removed, the author 
advocates renal symphysiotomy. 

J. Sypney Ritter, M.D. 


Tachot: Contribution to the Study of Disease of 
the Congenitally Deformed Kidney (Contribu- 
tion a l’étude de la pathologie du rein atteint de 
malformation congénitale). Arch. d. mal. d. reins 
el d. organes génilo-urinaires, 1931, Vi, 253. 


During the past thirty years renal malformations 
have passed from the domain of pathological anat- 
omy to the domain of medicine and surgery. Their 
study has been greatly simplified since the intro- 
duction of substances opaque to the X-rays which 
can be administered intravenously. 

The author reports twelve cases of disease in 
congenitally deformed kidneys, grouping them ac- 
cording to Papin’s classification into those of anom- 
aly of form, those of anomaly of number, those of 
anomaly of position, those of fusion of the kidneys, 
those of double ureter, and those of congenital 
dilatation of the upper urinary tract. 

ANOMALY OF FORM 

Among the author’s cases there was one of 
anomaly of form. The patient stated that following 
an attack of gonorrhoea he had developed pyuria 
which persisted for five years. Cystoscopic examina- 
tion disclosed an inflamed right ureteral orifice and 
an obstruction of the right ureter at a point 5 cm. 
from the bladder. At exploratory operation the 
kidney could not be found. At a second operation 
it was discovered in the midline and at first was 
mistaken for the vena cava. It was cylindrical and 
filled with pus, and extended from the first lumbar 
vertebra into the pelvis. The ureter was about 
6 cm. long and dilated. Nephrectomy was followed 
by cure. 


ANOMALY OF NUMBER 


An anomaly of number was found in two of the 
author’s cases. ‘The first was that of a man sixty- 
one years of age who fell on the brake lever of a 
wagon and soon thereafter passed blood in the urine. 
Vith rest in bed the bleeding stopped and the gen- 
eral condition seemed to improve, but ten days later 


renal colic with suppresion of urine developed on the 
right side. A diagnosis of contusion of a single 
kidney was made. Exploration of both renal fossx 
failed to reveal the kidney. Death resulted from 
uremia. Autopsy disclosed a large right kidney 
fixed high beneath the liver. The parenchyma showed 
numerous hemorrhages, and the pelvis was filled 
with clots. There was no left kidney, vas, or seminal 
vesicle. 

The second case of anomaly of form was that of 
a young woman who had suffered for two years with 
a mobile right kidney. The kidney formed a large 
mass which varied in size. Recently uremic symp 
toms, principally a reduction of vision, had ap- 
peared. Cystoscopic examination showed only one 
ureteral orifice. Nephropexy gave complete relief. 

Nephropexy performed for hydronephrosis of a 
single kidney has been reported by Schloffer, Bazy, 
Tixier, and Fiévez. 


ANOMALY OF POSITION 


In three of the author’s cases there was an anomaly 
of position. The first case was that of a man who 
developed a painful mass in the suprapubic region 
and fever in the course of acute gonorrhoea. The 
mass was identified cystoscopically as a pyonephro 
sis. Evidently a pre-existing hydronephrosis had 
suppurated as a result of the gonorrhoea. There was 
a history of occasional attacks of abdominal pain 
which dated from infancy and had been attributed 
to various conditions such as appendicitis and enter 
itis. A transperitoneal nephrectomy was performed. 
The kidney, which was globular, lay anterior to the 
promontory of the sacrum. There were two renal 
arteries, one derived from the aorta and the other 
from the left common iliac artery. The left kidne\ 
was in its normal position. 

The second case of anomaly of position was that 
of a woman about fifty years old who complained 
of fever, pain in the lower part of the abdomen, and 
pressure in the perineum, and gave a history of 
severe attacks of sciatica. Gynecological examina- 
tion revealed congenital absence of the vagina. 
Cystoscopic and roentgenographic examination (lis- 
closed a single large kidney occupying the concavity 
of the sacrum. The ureter was dilated and tortuous, 
and the renal pelvis contained a large stone. ‘The 
patient died a few days after suprapubic nephros 
tomy for removal of the stone and drainage. 

The third case in this group was that of a tabetic 
patient who suffered attacks of renal colic explained 
by an extremely mobile right kidney which occupied 
the iliac fossa. As the kidney could not be returned 
to the renal fossa it was regarded as being ectopic 
rather than simply mobile. 

FUSION OF THE KIDNEY 

Fusion of the kidney was found in two of the 
author’s cases. ‘The first was that of a young soldier 
who was kicked in the lower part of the abdomen 
by a horse. The injury was followed immediately by 
persistent hematuria. Ten days later the tempera 
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ture rose and an egg-shaped mass became palpable 
in the lower left quadrant of the abdomen. Opera- 
tion was done because of the continued loss of blood. 
The left renal fossa was found empty. When the 
incision was prolonged downward a hematoma sur- 
rounding the pole of a horseshoe kidney was exposed. 
The kidney was situated high in the pelvis. Tam- 
ponade was followed by uneventful recovery. 

The author remarks that horseshoe kidneys are 
particularly exposed to trauma because of their pre- 
vertebral position. 

In Tachot’s second case of fusion of the kidney 
a calculus was ‘removed from the left pelvis of the 
deformed organ and ten years later a recurrence 
developed in the left ureter near the pelvic orifice. 
An attempt to remove the stone failed because of 
dense perirenal adhesions. The patient was there- 
fore advised to be satisfied with palliative measures. 
A noteworthy symptom in this case was radiation 
of the pain to the left testicle and the glans penis, 
in itself suggestive of horseshoe kidney. The radia- 
tion is explained by the position of the spermatic 
nerves and vessels which always pass anteriorly to the 
kidney and may be involved in the perirenal inflam- 
mation or may be stretched across the renal mass. 

Horseshoe kidneys are especially prone to calculi 
formation. 


DOUBLE URETER 

The author reports three cases of double ureter. 
The first was that of a young soldier who for over 
a year had noted cloudiness of the urine and oc- 
casional pain in the left side. Cystoscopic examina- 
tion revealed two ureteral orifices on the left side. 
One was placed far laterally and was surrounded by 
granulation tissue. Neither ureter could be cath- 
eterized. The urine from the right kidney was 
normal. The Ambard constant was 0.075. Guinea 
pig inoculation with bladder urine was positive for 
tuberculosis. At operation, the left kidney was found 
to have two ureters and two separate pelves. The 
upper pelvis was hydronephrotic and the lower one 
tuberculous. The deformity followed Weigert’s rule 
that the ureter of the upper pelvis enters the bladder 
lower and nearer the midline than the ureter of the 
lower pelvis. 

The author’s second case of double ureter was 
similar to the first. 

In the third case there was a double ureter on the 
right side with absence of the left kidney. The 
diagnosis was made by roentgen examination. The 
lower pelvis showed moderate hydronephrosis. It 
was treated conservatively. 


CONGENITAL DILATATION OF THE 
UPPER URINARY TRACT 
lachot reports one case of congenital dilatation 
of the upper urinary tract. The patient, a boy 
seventeen years old, developed intermittent hama- 
turia with cloudiness of the urine, nocturia, and 
frequent urination. Examination disclosed trabecu- 
lation of the bladder and bilateral hydronephrosis 
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and hydro-ureter. A double nephrostomy was per- 
formed. The author states that in this type of case 
there appears to be no obstruction, the dilatation 
being rather of the essential type like that occurring 
in the cesophagus, bronchi, and colon. 

ALBert F. DeEGroat, M.D. 


Chwalla, R.: The Surgical Treatment of Chronic 
Nephritis and Its Results (Die chirurgische Be- 
handlung der chronischen Nephritis und ihre Er- 
folge). Zischr. f. urol. Chir., 1931, Xxxili, 192. 

As long ago as 1921 Eppinger concluded that de- 
capsulation of the kidney for chronic nephritis is in- 
dicated when the menacing stage of acute nephritis 
with high blood pressure and the oliguria, haema- 
turia, and tenderness to pressure over the kidney 
still persist at the end of a month. Volhard main- 
tained that after the failure of internal treatment to 
afford relief within a month, acute nephritis should 
be treated surgically in order to prevent the develop- 
ment of chronic nephritis. As in chronic nephritis 
all forms of internal treatment are useless, an effec- 
tive surgical treatment would be of the greatest 
importance. In acute nephritis certain signs such 
as acute anuria and increasing oliguria are generally 
recognized as indicating surgical interference. In 
spite of general skepticism, Karo contends that de- 
capsulation has a favorable effect in chronic nephri- 
tis. Others, among them Kuemmel. have seen good 
results from this operation in chronic diffuse glome- 
rulonephritis. The success of an operative procedure 
in chronic nephritis can be judged only after many 
years of postoperative observation as the disease 
runs a markedly varied course in which transient 
improvement may occur spontaneously. 

In the cases in which the author obtained success- 
ful results from decapsulation the improvement oc- 
curred immediately after the operation. Therefore 
the improvement could not have been of the spon- 
taneous transient type. As all but two of the au- 
thor’s patients were operated upon previous to 1925, 
the length of time since the operation has been suf- 
ficiently long in the majority of cases to warrant 
judgment of the treatment. In two cases the decap- 
sulation was done because of anuria and uremia 
threatening life; in five. because of long-continued 
hematuria; and in two. because of nephritic pain. 
Three of the eleven patients died. Two of those who 
died had been anuric for some time before the opera- 
tion, and one had a large white kidney with general 
oedema due to cardiac insutticiency. 

As involvement of the heart is always present in 
chronic nephritis, death is due to the combination 
of cardiac and renal conditions. The decrease in the 
strength of the heart action increases the disturb- 
ance in the circulation of the blood through the 
kidney until ultimately the kidney becomes insuf- 
ficient. When the cardiac condition predominates, 
no surgical treatment of the secondarily diseased 
kidney will be successful even if oliguria, uremia, 
or edema is present. The cause of failure is the in- 
sutticiency of the heart. 
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The operation does not cure; it only improves. 
Therefore it should be done as early as possible. In 
every case of acute nephritis which shows no tend- 
ency toward improvement after four weeks of med- 
ical treatment decapsulation should be done. As 
the dangers of the procedure are slight and spon- 
taneous recovery is rare, the operation should be 
performed more frequently than is the general prac- 
tice. Local and paravertebral anesthesia and ether 
narcosis may be used. When acute anuria is present 
the operation may be delayed at the most forty- 
eight hours. After that length of time the sponta- 
neous return of diuresis cannot be expected. In the 
meantime, diuretics and copious amounts of fluid 
should be given. Deep X-ray treatments and dia- 
thermy as recommended by Eppinger may also be 
beneficial. However, if no improvement is obtained 
in forty-eight hours, only operation will help. The 
author and IIlyés have never succeeded in saving the 
patient’s life when the anuria has lasted more than 
three days. In the presence of increasing oedema 
operation should be done when the symptoms of 
renal insufficiency (headache, vomiting, nausea, re- 
gurgitation, spots before the eyes, and loss of visual 
acuity) develop. Increasing elevation of the blood 
pressure also belongs among the indications for de- 
capsulation. The success of this operation requires 
the removal of the primary focus of infection. In 
some cases tonsillectomy is indicated. 

Of the author’s eleven cases, the tonsils were defi- 
nitely responsible for the condition in five and prob- 
ably responsible for it in two. In the remaining four 
the cause could not be determined. 

A. ROSENBURG (Z). 


Nesbit, R. M.: Acute Staphylococcal Infections of 
the Kidney. J. Am. M. Ass., 1932, xcviii, 709. 


The author reports on forty-eight cases of acute 
staphylococcus infections of the kidney. He found 
that this condition occurs in males more frequently 
than in females, and in the right kidney twice as 
frequently as in the left. The infection is believed 
to reach the kidney by way of the blood stream. 
In 67 per cent of the cases reviewed a distant focus 
of infection was found. The infection first involves 
the glomeruli. From there it spreads and many 
small abscesses are formed in the cortex. Because 
of the location of the abscesses the renal pelvis is 
rarely involved and urinary symptoms are rare in 
the early stages of the disease. 

The condition has a sudden onset with pain in 
the costovertebral area accompanied by chills, fever, 
and malaise. There is a marked leucocytosis. 
Microscopic examination of the urine is of more im- 
portance than cultures as in several cases organisms 
have been seen with the microscope when cultures 
were negative. The urine usually shows a trace of 
albumin. 

The infection is self-limiting and usually clears 
up after about fourteen days. If it persists or the 
symptoms do not show improvement after the first 
week the possibility of a perinephritic abscess ora 





carbuncle of the kidney should be taken into con- 
sideration. 

In all except one of the cases reviewed by the 
author the treatment was expectant. Fluids were 
forced and a bland diet was given. Drugs did not 
prove of much value. In one case surgical drainage 
of three small cortical abscesses was done, but the 
author now believes that this was unnecessary. 

J. SypNey RITTER, M.D 


Constantinesco, P.: Clinical and Experimental 
Observations on the Physiopathology of the 
Ureter (Remarques cliniques et expérimentales sur 
la physio-pathologie urétérale). Arch. urol. de la 
clin. de Necker, 1931, vii, 193. 

The normal physiology of the ureter is not under 
stood well enough for judgment of pathological 
ureteral physiology. A number of factors in the 
mechanism of ureteral function still remain to be 
explained. 

The ureter has two distinct functions, an excretory 
function in association with the renal pelvis and 
calyces, and an automatic function, which is not 
evident when the ureter is normal but comes into 
play in pathological conditions. In the examination 
of the ureter before ureterography, ureteropyelo 
scopy should be employed. Ureteropyeloscopy is 
indicated particularly in stenosis, dilatation, diver 
ticulum, and vesico-ureteral regurgitation, and after 
suture and nephrectomy. 

From the intensity of the motor reaction valuable 
prognostic information can be obtained. If the 
spasms are not reflected to the kidney and the cause 
is removable, the prognosis is good. Atony always 
indicates a poor prognosis. When once established 
it will persist and affect the kidney either by « 
mechanism which reverses the interaction of secre 
tion and excretion or directly. 

In spasms, conservative local treatment directed 
toward the cause is indicated. In atony, conservative 
treatment may be used only in the early stages. 
Well-established atony with dilatation always 
necessitates sacrifice of the kidney and ureter. 

FRANK M. Cocuems, M.D. 


BLADDER, URETHRA, AND PENIS 


Van Duzen, R. E., and Looney, W. W.: Further 
Studies on the Trigone Muscle: The Anatom) 
and Practical Considerations. J. Urol., 10 
XXVI, 12Q. 

The authors studied the anatomy of the vesi: 
trigone and the urethra in the female to determine 
the best method of procedure in the treatment o! 
cystocele. 

When the trigonal mucous membrane of the 
normal bladder is removed, delicate muscle bundles 
the trigone muscle, are seen. Above the ureteral 
orifice the fibers of the muscle bundles are con 
tinuous, and below it they pass the urethral orilice 
and extend downward on the posterior wall of th: 
urethra. The smooth muscle fibers of the urethra 
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are arranged in two layers, a longitudinal layer and 
an outer circular layer. Near the internal urethral 
orifice the muscular coat becomes thickened and 
blends with the internal sphincter. 

The muscles of the bladder, including the trigonal 
muscle and the internal sphincter, are supplied by 
the thoracicolumbar sympathetics through the hypo- 
gastric plexus and the sacral sympathetics. When 
the thoracicolumbar plexus is stimulated, relaxation 
of the muscles of the bladder wall and the trigone 
results. Stimulation of the sacral plexus causes in- 
hibition of the internal sphincter and contraction of 
the muscles of the bladder wall and trigone. 

In 1918, Young showed that the internal sphincter 
is opened by the pull of the trigonal muscle. When 
the trigonal muscle is injured, the start of the urinary 
stream is delayed and the sphincter must be opened 
by increased intravesical pressure. This results in 
stretching and weakening of the trigone muscle. 

Prophylactic precautions against the formation of 
cystocele are very important. Bladderx injury during 
childbirth must be avoided. Rapid labor, especially 
with a full bladder, and the indiscreet use of in- 
struments predispose to bladder injury. 

Tenesmus and straining at urination more than 
a month after delivery should suggest trigonal 
trouble. In mild trigonal injuries with loss of muscle 
tone the sphincter does not open easily. Sphincteric 
dilatations have been found to lessen the strain on 
the injured trigonal muscle. This explains the relief 
of frequency and tenesmus after the passage of 
sounds or the cystoscope. The authors recommend 
systematic and repeated dilatations. For chronic 
cases they recommend internal urethrotomy. When 
dilatations fail to give relief, cystoscopy should be 
done and the muscles about the trigone and bladder 
neck closely observed. In cases of small cystoceles 
good results are obtained by scarifying the cystocele 
area with a diathermy current. As every cystocele 
is associated with separation of the vaginal fascia 
beneath the base of the bladder, well-fitting pes- 
saries are very helpful. In frank cases of cystocele 
it is better to operate early rather than to wait 
until the child-bearing period has passed. 

In conclusion the authors emphasize the im- 
portance of care not to overlook secondary ureteral 
obstruction in cases of cystocele. 

Maurice Me tzer, M.D. 


Hyams, J. A., and Kramer, S. E.: Prefibrotic 
Median Bar. J. Urol., 1932, xxvii, 165. 

From an extensive study of autopsy material and 
cysto-urethroscopic findings in clinical cases the 
authors conclude that fibrosis of the vesical orifice 
is due to inflammation following surface infection 
or irritation of the submucosal glands of the vesicle 
neck and trigone. The inflammatory condition pre- 
ceding the fibrosis and causing obstruction of the 
vesicle neck they call the “‘prefibrotic median bar.’ 
this is always associated with an inflammatory 
reaction in the prostate, seminal vesicles, and 
ejaculatory ducts. 
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Cysto-urethroscopy reveals elevation of the 
sphincter floor with oedema. The area behind the 
verumontanum is vertical or nearly vertical and the 
verumontanum is engorged and cedematous. There 
may or may not be residual urine. 

Patients showing prefibrotic changes at the vesicle 
neck complain more of discomfort or spasm at the 
internal sphincter than those with fibrotic median 
bar. 

The injudicious use of the punch or cutting current 
will be followed by exaggeration rather than amelior- 
ation of the symptoms. The treatment of choice is 
routine dilatation and local medication of the 
posterior urethra and vesicle neck, massage, local 
treatrnent of the prostate and seminal vesicles, and 
applications of heat. | THEopore P. Graver, M.D. 


GENITAL ORGANS 


Kretschmer, H. L.: Benign Hypertrophy of the 
Prostate. Surg. Clin. North Am., 1932, xii, 67. 


Kretschmer states that pre-operative care by the 
urologist and the internist has decreased the 
mortality of prostatectomy. In the cases of patients 
suffering from benign hypertrophy of the prostate 
with complications such as cardiac disturbances, 
diabetes, and other general disorders the internist 
has reduced the risk of operation by improving the 
general condition. The urologist has prepared the 
patient for operation by the use of the indwelling 
catheter or suprapubic cystotomy. Kretschmer says 
that he had had good results from both types of 
urological pre-operative preparation. His _pre- 
operative examination includes a chemical analysis 
of the blood, tests of renal function, cystoscopic 
examination, a study of a flat roentgen plate of the 
genito-urinary tract, and occasionally intravenous 
pyelography. THEODORE P, GRAvER, M.D. 


MISCELLANEOUS 


Le Fur and Lamiaud: Urography with Sodium 
Di-Iodo-Methane Sulphate and Its Value as 
Compared with That of Urography with Lipio- 
dol (De l’urographie au di-iodo-méthane sulfonate 
de sodium. Sa valeur comparée 4 celle du lipiodol). 
Bull. et mém. Soc. d. chirurgiens de Par., 1913, 
Xxiii, 699. 


The iodine content of di-iodo-methane sulphate 
is 68.6 per cent whereas that of iopax is only 51.5 
per cent. Di-iodo-methane sulphate is injected in 
doses of 15 gm. dissolved in 75 c.cm. of water. 
Roentgenograms are made five, fifteen, and thirty 
minutes after the injection. Marked renal insuiii- 
ciency is a contra-indication. 

While lipiodol is admirably suited to ascending 
injections and gives excellent shadows of the urethra, 
bladder, ureters, and renal pelves, sodium di-iodo 
methane sulphate is of value because it may be 
administered intravenously. However, di-iodo 
methane sulphate is eliminated much faster than 
lipiodol and may not produce such distinct shadows. 
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The use of the two substances is of great aid in 
urological diagnosis. Geza Dr Takats, M.D. 


Jausion, Pecker, Soleil, and Medioni: A Combina- 
tion of Acridin Salts and Triphenyl-Methane 
Violet in the Treatment of Gonorrhoea and 
Septicemic Conditions (L’association des sels 
d’acridine aux violets du triphényl-méthane dans la 
cure de la gonococcie et des états septicémiques). 
Bull. et. mém. Soc. méd. d. hop. de Par., 1932, xlviii, 
218. 

Following the work of a number of American 
investigators, particularly Churchill, the authors 
have tried a combination of gonacrin and Hofmann’s 
violet in the treatment of gonorrhoea and septicamic 
conditions. Churchman found that the acridin salts 
have a special afiinity for gram-negative micro- 
organisms while gentian violet has a special affinity 
for gram-positive micro-organisms. 

In sixty-two cases of gonorrhoea treated by the 
authors, a mixture of from 5 to 10 c.cm. of a 1:50 
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solution of gonacrin and an equal amount of a 1:500 
solution of violet was injected, an average of twelve 
injections being given. Complete and permanent 
cessation of the secretion occurred in thirty-two 
cases, almost complete cessation in nineteen, incom- 
plete cessation in seven, and very incomplete cessa- 
tion in four. The effect on the complement-fixation 
reaction for gonorrhoea was about the same as that 
of treatment with acridin salts alone. The authors 
believe that the results would have been even better 
if Hofmann’s violet had been used in all of the cases, 
as the latter had a better effect than the forms of 
violet used at first. They are of the opinion also that 
the effect would have been more favorable if the 
treatment had been given in the summer instead of 
the winter as the violet stains are photosensitizers. 
The results were best in the old chronic cases with 
mixed flora. 

The treatment described gave good results also 
in two cases of septica mia. 

Aubrey Goss MorGan, M.)D. 











CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Nowicki, S.: The Origin of Hematogenous Infec- 
tious Osteitis—Osteomyelitis—of the Long 
Tubular Bones (Die Entstchung der haematogenen 
Ostitis infectiosa—Osteomyelitis—in langen Roeh- 
renknochen). Wien. med. Wehuschr., 1931, ii, 1431. 

Neither the marrow nor the marrow cavity is the 
most important and primary site of the disease in 
bone suppurations. From both animal experiments 
and clinical observations it is evident that the bone 
marrow plays a much smaller part than the other 
tissues of the bone. The author therefore considers 
the term “osteitis” more correct than the term 
“osteomyelitis.” 

Infectious osteitis usually arises by way of the 
blood stream and in 85 per cent of the cases is due 
to the staphylococcus. In 6 per cent of cases it is 
caused by the staphylococcus pyogenes albus; in 
3 per cent, by the staphylococcus aureus and albus; 
in 3 per cent, by the streptococcus; in 1.5 per cent, 
by the typhoid bacillus; and in 1 per cent, by the 
diplococcus ef Fraenkel. 

The typical infection is that due to the staphylo- 
coccus pyogenes aureus. In the acute stage there is 
also a bacteraemia. 

Infectious osteitis is an independent disease which 
is not to be included with the condition designated 
clinically as “‘pyemia.”’ Trauma is of less importance 
in its development than is generally assumed. Of 
the author’s cases, there was a history of trauma in 
only 15 per cent. The time of the year is of no 
importance in the etiology. The condition usually 
occurs in young persons and is more common in 
males than in females. In 85 per cent of the cases 
it is localized in the long bones. 

The periosteal vascular system is of special im- 
portance in the disease. If this is injured to a con- 
siderable extent the superficial layers of the compact 
portion of the bone undergo necrosis. Even under 
normal conditions bacteria are to be found in the 
bone marrow, in the haversian canals, and under the 
periosteum. For the development of osteitis a great 
number of particularly toxic micro-organisms must 
penetrate into the bone. The bacteria remain for a 
particularly long time in the terminal vessels. They 
settle chiefly in (1) the subperiosteal vascular spaces, 
especially of the metaphysis; (2) the haversian 
canals of the superficial layers of the compact por- 
tion of the bone; and (3) the terminal vessels of the 
metaphysis. According to the author’s findings, the 
primary foci develop under the periosteum and in 
the superficial layers of the bone. The suppurative 
process spreads rapidly in the haversian canals. 
'he surrounding bone cells soon undergo necrosis 
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and this rapidly extends to the adjacent trabeculie 
of the bone. A later result is the formation of a 
sequestrum. Other consequences of the inflamma- 
tory process are resorption of bone and the forma- 
tion of new bone, especially at the surface of the 
bone. Isolated foci of infection may be formed. 
These account for the development of subperiosteal 
abscesses, the Garré sclerosing, non-suppurative 
osteomyelitis, the albuminous periostitis of Ollier, 
and Brodie’s abscess of the marrow. Suppuration 
in the vicinity of the metaphysis sometimes leads 
to destruction and to dissemination of the process 
in the epiphysis. 

Infectious osteitis runs a different course in the 
epiphysis than in the diaphysis. As the spongy 
substance of the epiphysis is rapidly absorbed, bone 
cavities are formed within a short time. The 
epiphysis is sometimes completely destroyed within 
a few days. In association with the suppuration in 
the bone there is suppuration in the surrounding 
soft tissues in the form of abscesses and phlegmons. 
The rarity of inflammation of the lymph glands in 
the vicinity is characteristic. In osteitis of the 
epiphysis a serous or suppurative inflammation 
often develops in the neighboring joints. The author 
was able to demonstrate this complication in 35 
per cent of his cases. MAXIMILIAN Hirscu (Z). 


Hellstrém, J.: Hyperparathyroidism and Osteitis 
Fibrosa Generalisata. Acla chirurg. Scand., 1932, 
Ixix, 237. 

The author reviews the findings favoring the view 
that osteitis fibrosa generalisata is due to hyper- 
function of the parathyroid glands and describes 
the effect of parathyroidectomy on the symptoms 
of that condition. Of thirty-five cases in which 
parathyroidectomy was performed, the glands were 
found enlarged in thirty-three. On the whole the 
results have been better than those obtained by 
other methods, but care is necessary in appraising 
them on account of the shortness of the period of 
observation since the operation and the possibility 
of spontaneous remissions. 

The author’s own material consists of two cases 
of parathyroid adenoma in which parathyroidectomy 
was done and one case treated by roentgen irradia- 
tion. All of the patients were females. In the first 
case the removal of an adenoma the size of a Spanish 
walnut was followed by disappearance of the symp- 
toms in a typical manner. In the second case im- 
provement occurred after the removal of an adenoma 
somewhat larger than a walnut, but later the con- 
dition then became aggravated. Removal of another 
adenoma the size of a wainut was followed by pro- 
gressive improvement. In the third case, in which 
there were symptoms of hyperparathyroidism as 
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well as hyperthyroidism (basal metabolism +50) 
roentgen treatment was followed by considerable 
improvement of the general condition and more 
pronounced healing processes in the skeleton than 
the author has found mentioned in any case reports. 
However, the calcium content of the serum remained 
high, amounting to 14 mgm. per too c.cm. Hellstrém 
attributes the favorable result obtained in this case 
to the effect of the roentgen treatment on the para- 
thyroid as well as the thyroid gland. 


Geschickter, C. F.: The So-Called Fibrosarcoma 
of Bone: Bone Involvement by Sarcoma of the 
Neighboring Soft Parts. Arch. Surg., 1932, xxiv, 
231. 


So-called fibrosarcoma of bone does not arise from 
the osteogenic portions of the bone. Connective- 
tissue tumors arising in the latter are either fibro- 
blasts with a tendency toward true bone formation 
or precartiluginous connective-tissue destined to 
form bone. The fibrosarcomata, which have a con- 
nective-tissue origin and invade bone, are not all 
products of the non-osteogenic layer of the perios- 
teum, but may arise from the investing portion of 
the periosteum or a similar connective tissue of the 
fascia. 

Geschickter reviews fifty tumors grouped clini- 
cally as so-called fibrosarcomata of bone. Thirty- 
one were found on histological examination to be 
made up of fibroblasts, spindle cells, or small oat- 
shaped cells. Tumors belonging to this group, 
termed the “fibrospindle-cell series,’ constitute a 
true pathological entity. Their malignancy may be 
graded according to the degree of differentiation 
shown by the predominating cells. The author has 
found that their histological composition is a more 
reliable index to their clinical and pathological be- 
havior than their anatomical location. On micro- 
scopic examination it may be determined with a fair 
degree of accuracy whether a lesion belongs to the 
fibrospindle-cell group of neoplasms, the neurogenic 
group, or tumors derived from other soft structures. 

Fibrospindle-cell sarcoma is usually not highly 
malignant. It occurs most frequently after the age 
of thirty years. It is most common in the lower 
extremity, especially the lower end of the femur. 
The swelling is smooth. As it is firmly attached to 
the underlying bone, interference with function 
may occur rapidly. The tumor grows quickly, and 
when it is situated near the end of the bone it may 
extend across the joint and ultimately involve a 
neighboring bone. A constant finding in the roent- 
genogram is the shadow of an extra-osseous soft 
part which is more opaque than the cartilaginous 
masses seen in periosteal chondrosarcoma and less 
dense than the true bone formation seen in osteo- 
genic sarcomata. A soft-part tumor exceeding the 
area of bone destruction is of aid in the diagnosis. 

The prognosis depends primarily on the findings 
of microscopic examination. The more malignant 
neurogenic sarcomata and the more highly malignant 
osteogenic sarcomata must be ruled out. When 
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there is marked bone involvement it is necessary 
to grade the degree of malignancy by determining 
whether the tumor is of, or closely related to, the 
oat-cell type of neoplasm or whether it resembles, 
or belongs to, the more highly differentiated group 
of fibrosarcomata. 

In cases of differentiated fibrospindle-cell sar- 
coma, local operation with postoperative roentgen 
and radium therapy is usually insufficient to prevent 
a recurrence but, if repeated, may hold the neoplasm 
in check for from five to ten years. In cases of the 
undifferentiated oat-cell type of sarcoma it is im- 
possible to obtain any lasting improvement by local 
excision or roentgen or radium therapy. Therefore 
primary amputation should be done if the location 
of the tumor permits. 

The author cites fourteen tumors involving bone 
that might have been related to nerves in the 
vicinity. In their clinical, pathological, and roentgen 
characteristics, such neurogenic tumors closely re 
semble the fibrospindle-cell tumors. Frequently 
these two types of tumors are not differentiated. 
While the diagnosis was difficult in the author’s 
cases, the results of treatment and a careful study 
of the clinical features verified the microscopic 
findings. Symptoms referable to nerve involvement 
were not prominent in this neurogenic group and were 
apparently due only to pressure caused by the size 
of the tumor. Disturbances referable to bone in 
volvement dominated the clinical picture. The prog 
nosis for life in cases of neurogenic sarcoma involving 
bone is not good even when primary amputation 
is done. 

Geschickter mentions briefly unusual forms o/ 
tumors arising from the connective tissue: angioma 
of bone, myosarcoma, and lipoma. He concludes 
that each of the various entities requires individual 
treatment. In cases of fibrosarcoma invading bone 
the disease should be irradiated locally, and if « 
recurrence develops amputation should be performe:! 
promptly. For the oat-cell type of fibrosarcoma ani 
the neurogenic sarcoma with involvement of bone 
Geschickter advocates primary amputation; for 
angioma of bone, local excision supplemented b) 
irradiation of the bone; for lipoma, local operation 
and for rhabdomyoma, amputation. 

Paut C. Cotonna, M.D. 


Struempel, M.: Enchondromata and Their Treat - 
ment (Ueber Enchondrome und ihre Behandlung 
1931: Halle a. S., Dissertation. 

The author reviews the more important literatur: 
on the cause and pathogenesis of enchondromat: 
These tumors arise in locations where cartilag: 
does not occur normally. The majority develop i: 
bone. Enchondromata of the soft tissues are rare 

When biopsy cannot be done the diagnosis | 
difficult; even the roentgenogram is often indecisiv: 

Juengling called attention to the difficulty i 
differentiating roentgenologically between enchor 
droma and osteitis fibrosa and particularly betwee! 
enchondroma and osteitis tuberculosa multiplex 











cystoides. The initial stages are especially difficult 
to distinguish. 

The well-known benign character of enchondro- 
mata is not absolute. The danger of malignant 
degeneration increases with age. Recurrences and 
metastases have been reported. Nevertheless the 
use of too radical procedures is inadvisable; simple 
removal of the growth is preferable. 

In cases in which operation is contra-indicated 
by multiplicity of growths in different parts of the 
body or some other cause, roentgen irradiation may 
be employed. Reports on the effects of the roentgen 
rays on cartilaginous tissue are scarce. 

The author reports three cases of enchondroma 
treated at the clinic at Halle. 

The first case was that of a sixteen-year-old boy 
with multiple tumors in both hands and feet and 
in the right forearm. Biopsy could not be done. 
The diagnosis made from the roentgenograms was 
uncertain. In the differential diagnosis it was 
necessary to consider enchondromatosis and osteitis 
tuberculosa multiplex cystoides. The latter was 
later diagnosed by biopsy. In the meantime the 
condition was treated with some success by roentgen 
irradiation. 

The second case was that of a man twenty-six 
years old. On roentgen examination an enchondroma 
was recognized in three different locations in the 
right hand. One of the growths, a painful nodule, 
was removed and five years later one of the other 
nodules, which had increased in size, was excised. 
Histological examination showed both of the tumors 
to be benign enchondromata. 

The third case was that of a girl four and a half 
years old. Roentgen examination revealed zones of 
lighter shadow in different parts of the left hand. 
Biopsy in one of these zones disclosed a benign 
enchondroma. As operation was not permitted, 
roentgen treatment was given. At each applica- 
tion the entire left hand was irradiated. Six treat- 
ments were given at long intervals over a period 
of eighteen months. In four, the dosage employed 
was one-third of a skin-erythema dose, and in two, 
one-half of a skin-erythema dose. Later, two more 
treatments with one-half of a skin-erythema dose 
were given. The filter used throughout was 4 mm. 
of aluminum. A roentgenogram made before the 
last application showed that the process was under- 
going further development. A. Starr (Z). 


Duliére, W. L.: The Chemistry of Muscular Con- 
traction. The Present Status of the Problem 
(La chimie de la contraction musculaire; aspect 
actuel du probleme). Rev. belge d. sc. méd., 1931, 
iii, 1053. 


The difficulty of understanding the chemistry of 
muscular contraction is due principally to the inter- 
dependence of the reactions and the fact that they 
are toa high degree reversible. Older experiments gave 
an erroneous idea regarding the state of living muscle 
because contractions were usually provoked re- 
peatedly until the muscle tissue became so thor- 
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oughly fatigued that it was almost like dead tissue. 
In modern experiments, in which micromethods are 
used for analysis and the work is done rapidly and 
at low temperatures, the changes more than the re- 
sults of chemical states are considered and new 
problems have arisen. 

Emphasizing particularly the physiological work 
of Hill and Meyerhof, the author takes up in detail 
the principal known chemical reactions in muscle. 
The important changes accompanying muscular 
contractions are the transformation of glycogen, 
which is probably the source of muscular energy, 
into lactic acid; the transformation of phosphagene 
into phosphates and creatinin; and the breaking up 
of the combination of adenylic acid and_ pyro- 
phosphoric acid into their derivatives. 

The energy developed in a given muscle may be 
expressed by the formula WW=71L/6, in which 7 
represents the tension on the muscle in grams and 
L the length in centimeters. It must not be accepted 
that glycogen is transformed by bursting of the 
molecule into two molecules of lactic acid; inter- 
mediate reactions which greatly complicate the 
reaction have been discovered. Similar complica- 
tions in the other principal reactions are discussed. 

While glycogen is of importance in the contraction 
of muscle, being a primary source of energy, it is no 
longer considered the sole factor, and extensive 
problems in physiochemistry have been opened up 
to speculation. KELLOGG SPEED, M.D. 


Jung, A., and Brunschwig, A.: Histological Studies 
of the Innervation of the Joints of the Ver- 
tebral Bodies (Recherches histologiques sur l’in 
nervation des articulations des corps vertébraux). 
Presse méd., Par., 1932, xl, 316. 

The sensory innervation of the vertebral joints 
is found in the periarticular ligaments, chiefly the 
anterior ligaments. The nerve trunks and nerve 
endings are not very numerous, but are the origin 
of important reflexes which immobilize the vertebral 
column in case of painful movements. When the 
rigidity of the joints is abolished by the injection 
of procain, there is a great deal of pain throughout 
the back, which subsides only when the anisthesia 
wears off and the back becomes rigid again. 

The nerves discussed are all non-myelinated and 
belong to the sympathetic nervous system. 

Geza Dr Takats, M.D. 


Meyerding, H. W.: Spondylolisthesis. Surg., Gynec. 
& Obst., 1932, liv, 371. 

Meyerding reviews 207 cases of spondylolisthesis. 
One hundred and forty-eight of the subjects were 
males. The condition is rare before the tenth year 
of age. It is most common between the ages of 
twenty and sixty years. Persons performing heavy 
labor are affected more often than others. The 
average age at which the condition occurs in such 
persons is forty years. 

Spondylolisthesis is usually recognized and is no 
longer regarded as a rare deformity. It may be 
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present without symptoms. Severe trauma is asso- 
ciated with the sudden onset of symptoms, and 
chronic strain with the gradual onset of symptoms. 
The principal symptom is backache with or without 
referred pain in the legs. The principal cause to 
which many patients ascribe the condition is trauma. 
The anatomical factors are congenital defects and 
instability of the lumbosacral articulation. 

The lumbosacral articulation varies in shape and 
angle. Abnormality of the angle, which may reach 
6c degrees, favors instability. Subluxation varies 
from partial to complete and may be graded from 
1 to 4. 

Prominence of the sacrum and the fifth spinous 
process is present to a varying degree. Shortening 
of the torso, a depression above the sacrum, a 
broadened appearance of the pelvis, and abdominal 
creases are characteristic of well-developed sub- 
luxation. Depression of the fifth lumbar vertebra, 
local tenderness, and muscle spasm are common 
signs. The anteroposterior diameter of the pelvis 
being lessened, the birth canal in the female is 
narrowed. Rectal examination may disclose a fixed 
mass anterior to the sacrum. 

Neurological signs are usually absent. Complete 
paraplegia is impossible at the level of the displace- 
ment (the lumbosacral joint) unless traumatic mye- 
litis occurs at a higher level. Paresthesia over the 
saddle area and referred pain are often present. 

Lateral roentgenograms are valuable aids in the 
diagnosis. Anteroposterior views may not disclose 
the lesion. Congenital anomalies such as separation 
of the neural arch and spina bifida occulta are 
commonly observed. 

Conservative treatment, including the wearing of 
corsets and casts, gives some relief, but fusion of the 
third, fourth, and fifth lumbar vertebra to the 
sacrum is preferable. The latter prevents further 
deformity and disability, restores stability and well 
being, and renders the patient able to work. 


Rocher, H. L., and Roudil, G.: Marked Spondylo- 
listhesis Due to an Osseous Fissure Between 
the Superior and Inferior Articular Processes 
(Spondylolisthésis accentué da a une fissure osseuse 
entre les apophyses articulaires supérieures et infé- 
rieures). J. de méd. de Bordeaux, 1932, cix, 126. 

In previous articles the authors reported cases 
of spondylolisthesis and have shown that the slip- 
ping forward of the fifth lumbar vertebra is rendered 
possible by a solution of continuity between the 
superior and inferior articular processes. The unre- 
strained vertebral body slips forward, carrying with 
it the pedicle, the superior articular process, and the 
transverse process, while the posterior portion, the 
vertebral arch, remains in place, retained by the in- 
ferior articular process. The latter as well as the pos- 
terior vertebral arch is often found to be deformed 
as the anomaly of development involves the whole 
posterior portion of the vertebra. The posterior fis- 
sure or spondyloschisis is explained by the embryology 
of the spinal column. 


In this article the authors report the case of a 
boy eighteen years of age who sought treatment be- 
cause of pain in the lumbosacral region which ra- 
diated to the leg. The trunk seemed short and 
compressed. The lumbar region was diminished in 
height and the ribs were closer to the iliac crests 
than in normal persons. Because of these findings 
the arms seemed abnormally long. The patient 
had a very acute lumbar lordosis. The umbilicus 
was near the pubic region. A diagnosis of spondylo- 
listhesis was made and was confirmed by the 
roentgenogram. The anteroposterior roentgeno- 
gram showed the classical picture of a gendarme’s 
hat upside down. The posterior vertebral arch of 
the fifth lumbar vertebra was underdeveloped. In 
fact, only two rudimentary fragments of the vertebral 
laminz were visible. The fragment on the right, 
which was shaped like a hook with the concavity 
upward, was situated at a lower level than the 
fragment on the left. Between the ends of the 
lamin there was a fissure due to the absence of the 
spinous process. The body of the fourth lumbar 
vertebra was distinct, but was raised because of the 
slipping forward of the vertebral body due to the 
descent of the fifth lumbar vertebra. 

The lateral and oblique views showed a marked 
unwedging of the lumbar column and sacrum due 
to the slipping forward of the fifth lumbar vertebra 
and backward angulation of the sacrum, the base 
of which appeared vertical. At this level the fifth 
lumbar vertebra had slipped toward the superior 
pelvic strait. It appeared in a vertical position be 
tween the base of the sacrum, beyond the anterior 
border of which it clearly projected, and the lower 
surface of the fourth lumbar vertebra, which was 
pushed forward. 

At the pelvic excavation it was held by a con 
tracted portion, the pedicle which was interposed 
between the postero-inferior portion of the fourth 
lumbar vertebra and the base of the sacrum, and 
separated by a distance of 22 mm. The pedicle 
was continued upward by a bony mass composed 
of the clearly visible superior articular process, 
probably by the transverse process, and by a 
bony fragment directed backward. On this bon 
mass rested the inferior articular process of the fourth 
lumbar vertebra, which was retained by the superior 
articular process of the fifth lumbar vertebra. 

The osseous fissure between the anterior and 
posterior portions of the vertebra is due to absence 
of fusion between the two centers of ossification. 
It is situated in what the authors call the “articular 
column” and can occur only in that region because 
it is at this level that osseous union takes place. It 
could not occur on the pedicle because in that region 
the presence of an osseous fissure cannot be explained 
That the space between the bony fragments is filled 
by fibrous tissue which stretches is possible, and even 
probable, but it is quite certain that this fibrous 
tissue plays a réle only in filling in and not of sup 
porting; it could not resist the pressure received | 
the fifth lumbar vertebra which may cause the latter 














to slip forward. It can only stretch gradually, 
allowing the bony fissure to widen slowly as the 
fifth lumbar vertebra descends forward. 

Mouchet and Roederer contend that anomalies 
of the susceptible pedicles are never seen in Jateral 
or anteroposterior roentgenograms. Rocher and 
Roudil were able to find the cause of the disturbance 
in a simple lateral orthoroentgenogram. PACE. 


Marique, P.: Cysts of the Menisci of the Knee 
(Les kystes des ménisques du genou). Bordeaux 
chir., 1932, lii, 17. 

Marique reports the case of a jockey nineteen 
years of age who was kicked by a horse on the ex- 
ternal surface of the left knee and about six months 
later sought treatment for an elongated tumor the 
size of half a nut at the level of the joint space. 
The tumor was fluctuating and sensitive to pressure, 
but the skin over it was intact. The mass fol- 
lowed the tibia in its movements and was most 
prominent on flexion of the knee. A diagnosis oi 
cyst of the meniscus was made and confirmed by 
operation. The meniscus was removed and the leg 
immobilized for two weeks. Three weeks after the 
operation active movement was entirely restored 
and the patient was able to ride without pain and 
fatigue. The two surfaces of the meniscus were 
pushed apart by the multilocular cyst. 

Cysts of the menisci of the knee are rare. The 
author has been able to find only sixty-seven cases 
reported in the literature. Most of the patients 
were between fifteen and thirty years of age. The 
cysts generally range in size from that of a hazelnut 
to that of a walnut, but sometimes attain the size 
of an egg. The external meniscus is affected most 
frequently. Sometimes the same meniscus on both 
sides is affected, but the author knows of no case 
in which both menisci on one side were involved. 
The cysts generally increase in size for a few weeks 
or months and then remain stationary. They never 
disappear spontaneously. Palpation may be pain- 
ful and gives a sensation of an elastic tumor or 
fluctuation. The skin is normal and not adherent 
to the cyst. As a rule there is joint pain which 
is not very intense and sometimes irradiates into 
the popliteal space. There is some limitation of 
motion. Complete extension of the knee may be 
impossible or cause intense pain. Flexion may be 
reduced to go degrees. In some cases blocking of 
the joint may occur, but this is unusual. There is 
a certain amount of muscle atrophy of the thigh 
and even of the leg. The diagnosis is not particu- 
larly difficult, but the cysts are occasionally con- 
fused with synovial cysts communicating with the 
joint or with benign giant-cell xanthomata. 

The treatment consists of removal of the meniscus. 
Some surgeons have extirpated the cyst alone, but 
this procedure is generally followed by recurrence. 
Some surgeons remove only the anterior half or 
two-thirds of the meniscus, leaving the posterior 
horn. This may be very successful, but the author 
advocates removing the entire meniscus through a 
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transverse incision. The dissection of the cyst from 
the joint capsule must be done very carefully. In 
the case reported in this article the author removed 
a part of the capsule with the cyst and as a result 
there was slight lateral laxity of the joint. 
Traumatism seems to be a factor in the causation 
of the cysts. According to one of the two chief 
theories regarding their pathogenesis, they are the 
result of embryonic inclusion. According to the 
other, they are due to cystic degeneration of fibro- 
cartilaginous tissue. AupRey Goss Morcan, M.D. 


Forrester-Brown, M.: Flat-Foot. Bril. M/. J., 
1, 4603. 

Although most static foot troubles are designated 
as “flat-foot,” there are many cases of definite 
foot symptoms in which no anatomical abnormality 
of the foot can be found. For the latter the term 
“incompetent foot’? would be preferable. 

Some of the factors which may cause an anatomi- 
cally sound foot to become functionally incompetent 
are the toxins of acute illness, especially pneumonia, 
diphtheria, scarlet fever, and chronic foci of in- 
fection; a lack of oxygen; excessive heat or cold; 
general fatigue from prolonged standing on the feet; 
and malnutrition, either general (e.g., rickets) or 
local (e.g., from cramping foot gear). Patients 
getting up after pneumonia may have completely 
flat feet. Patients should not wear soft bedroom 
slippers when getting up after an acute illness; a 
firm laced shoe should be put on immediately. 

While the ankle joint is almost a pure hinge joint, 
the subastragaloid joint allows a rocking motion 
roughly at right angles to the plane of the ankle 
joint. The latter, which is the key to function below 
the ankle, is held stable by muscles. The muscles 
which maintain the norma! position of slight inver- 
sion in weight bearing are the tibiales posticus and 
anticus. If these are lost, no mechanical adjustment 
of the foot can restore the normal balance. The 
midtarsal joints as a whole give flexibility to the foot 
on uneven ground. 

In the treatment of foot conditions the entire 
leg up to the hip must be considered. External 
rotation of the leg will result in poor abduction of 
the foot, which is a vicious position for weight 
bearing. External rotation may be the result of 
congenital dislocation of the hip, coxa vara, rickets, 
or arthritis. Knock-knees and bowlegs have the 
same valgus effect on the feet. 

Calluses under the heads of all of the metatarsal 
bones mean failure of the intrinsic muscles of the 
sole to keep the toes flexed and the transverse arch 
up. Arthritis of the great toe joint may result from 
too much weight coming in this region. Subluxation 
or hallux valgus may follow. Spasm of the peroneal 
muscles or of the Achilles group may occur in flat- 
foot of long standing. In some cases adhesions may 
be formed and it may be necessary to break them 
up before relief can be obtained. 

General methods of treatment must include at- 
tention to body posture, a diet with an adequate 
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vitamin content, fresh air, correction of faulty 
alignment of the legs, exercises to invert the heel, as 
much rest as possible, and roomy shoes. Adhesive 
strapping may be necessary to assist the tibialis 
anticus. This may be supplemented by the applica- 
tion of a soft, but firm, felt pad. When there is 
eversion of the os calcis, as is usual, the heel of the 
shoe may be tilted by an inside wedge. A very 
small wedge may be applied also under the head 
of the first metatarsal. The aim is to make the 
patient walk with the arch raised. 

Adhesions should be broken down joint by joint. 
In order that too severe trauma may be avoided, 
this should be done without the use of an anesthetic. 
Peroneal spasm may require anesthesia or complete 
section of the tendons followed by the application 
of a plaster cast with the foot in inversion for about 
six weeks. 

Exercises and muscle re-education, including heel- 
and-toe walking and the picking up of marbles 
with the toes, are important. 

WILLIAM ARTHUR CLARK, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Ammenwerth, W.: Attempts at Rapid and Per- 
manent Filling of Superficial Defects at the 
Free Cartilaginous Bone Ends of the Joints 
(Versuche ueber rasche und bleibende Ausfuellung 
von Oberflaechendefekten an den freien Knorpel- 
knochenenden der Gelenke). Arch. f. orthop. Chir., 
1931, XXX, 435. 

The chances for cure of injuries are best in the 
bony articular ends, capsule, ligaments, articular 
cavity, synovial membrane, and Hoffa fatty bodies 
because of the power of regeneration of these parts. 
In the superficial cartilage the regenerating power 
is very slight. On the other hand, injuries of the 
cartilage that are covered by perichondrium heal 
readily as the latter furnishes the matrix for the 
regenerative tissue. These injuries are found in the 
osteochondritis dissecans of Koenig and the aseptic 
partial necroses of Axhausen. In Haebler’s experi- 
ments the defect was soon filled by firmly attached 
blood clots which gradually became organized like 
connective tissue. After about three months the 
connective tissue membrane showed isolated or con- 
fluent islands of cartilage which could not be dif- 
ferentiated from normal cartilage. Even after three 
hundred and five days the defect was not completely 
filled and there was no new formation from the edge 
of the defect. 

The histological picture shows the change of the 
new connective tissue into fibrocartilage which is 
sometimes transformed later into hyaline cartilage. 
In spontaneous filling the function of the joint is 
impaired by the defect. As spontaneous filling does 
not always occur, Payr emphasized the importance 
of treatment of the wound surfaces of the bone to 
prevent later articular haemorrhages. 

Deep defects of cartilaginous bone should be 
filled. Payr and Wassertruedinger employed easily 





moulded beeswax for the filling. Hoffheinz covered 
patellar bone defects in dogs and rabbits by sewing 
on partly pedunculated synovial membrane. Up 
to one hundred and forty days practically no hyaline 
cartilage appeared. Similar results were obtained 
with the use of fascia, periosteum, fat, peritoneum, 
and hernial sac as transplantation material in patel- 
lar bone defects. Experiments with cartilage or 
bone (rib, spinous process) as filling material failed 
because of the poor adhesive power of such trans- 
plants. The use of poorly nourished tissues such as 
meniscus was also unsuccessful. 

The author undertook investigations on twenty 
dogs to show that muscle tissue is well suited for 
the filling of defects in cartilaginous bone because, 
on account of its richness in blood and its peculiar, 
almost homogeneous structure, it is sucked tightly 
into the opened marrow spaces on slight pressure 
and therefore requires no other fixation. Moreover, 
it is easily accessible in all operations on joints. 
In the experiments reported the knee joint was 
opened from the midline under ether anesthesia 
by an arched or S-shaped incision and, after ex- 
tensive luxation, a defect measuring 3 by 6 mm. 
and 6 mm. deep was made in the cartilaginous bone 
of the patella with a grooved chisel. The joint was 
closed by suture of the capsule, fascia, and skin, 
and the wound covered by a layer of collodion. In 
roentgenograms made from time to time the trans 
plants in the defects gradually became visible. 
These experiments demonstrated that muscle tissue 
is especially suitable for the filling of defects in 
cartilaginous bone as it becomes firmly attached 
quickly and fills out well the injured bone-marrow 
spaces, as can be seen in the microscopic picture. 
There is no detachment from secondary hemor 
rhage. In articular hemorrhages that are difficult 
to control the transplant acts like a tampon. The 
result was poor in only one of the author’s experi- 
ments. In this instance the moderately deep defect 
afforded the transplant a poor hold. As weight 
bearing is important for rapid transformation of 
the transplant, most of the author’s experiments 
were performed on the site bearing the most weight. 
the middle condyle. In one experiment, in which 
the defect was made on the external side of the 
median condyle, muscle fibers were still found after 
forty-two days whereas in the other experiments 
they were replaced by connective tissue after four 
teen days. 

In the histological metaplasia the transplanted 
muscle tissue was destroyed after a few days 
Necrotic organization set in as the result of the 
formation of blood vessels and spindle cells from the 
marrow. The bone spicules and trabeculie of the 
injured bone-marrow spaces were resorbed and sv 
changed that the transplant was surrounded by « 
shell of almost compact bone which closely re 
sembled the subchondral bone. After twenty-two 
days the transplant was largely replaced by con 
nective tissue rich in spindle cells which formed a 
covering epithelium and gradually became rounded 











and showed definite capsule formation. The trans- 
planted muscle tissue finally formed fibrocartilage. 
The author assumes that hyaline islands also form 
eventually. Even with complete filling of the defect 
the transplant always underwent a certain amount 
of shrinkage. Arthritic changes were never observed. 
H. ENGEL (Z). 


Richard, A., and Elbim, A.: The Indications and 
Techniques of Arthrodesis for Coxalgia (Indi- 
cations et techniques de l’arthrodése pour coxalgie). 
J. de chir., 1932, Xxxix, 1. 

The authors review the history of arthrodesis of 
the hip and describe and illustrate different methods, 
some of which they devised themselves. In one 
operation a large flap from the external surface of 
the ilium is turned down and its end secured in the 
split great trochanter to form a continuous bridge 
from the femur across the hip joint to the ilium. 
In another operation a tibia! graft is used to span 
the gap between the femur and ilium. An antero 
external and an external operation are described. 
In a third operation, performed by the anterior 
route, a flexible tibial graft is inserted between the 
great trochanter and a region fairly anterior to the 
ilium. Patup Lewin, M.D. 


FRACTURES AND DISLOCATIONS 


Pfab, B., and Zoellner, F.: The Pathology of Wrist 
Injuries. Scaphoid Fractures and Pseudarthro- 
ses with Cyst Formation. Dislocations and 
Malacias of the Semilunar Bone (Zur Patholo- 
gie der Handgelenkverletzungen. Navicularefraktu- 
ren bzw. Pseudarthrosen mit Cystenbildung. Luna- 
tumluxationen. Lunatummalacien). Deulsche Zlschr. 
t. Chir., 1931, CCXxxili, 355. 

In the course of the last three years a cure was 
obtained in forty-six cases of more or less recent 
fracture of the scaphoid bone by conservative treat- 
ment consisting of immobilization by a plaster-of- 
Paris splint. In five cases, which had been untreated 
for periods ranging from eight to thirty-six months, 
a part or all of the broken bone was removed. 
Pseudarthroses in cases of fracture of the scaphoid 
bone are ascribed to especially extensive destruction 
of the bone about the line of fracture or too long 
continued immobilization. Removal of the scaphoid 
bone after poor healing of a fracture gives a good 
functional end-result. 

When treatment can be given at once, dislocations 
of the semilunar bone should be reduced without 
operation. In neglected cases (chiefly those which 
have been incorrectly diagnosed) with typical paras- 
thesias and atrophy of the interossei, extirpation of 
the bone is advisable. In three of the six cases of 
recent dislocation seen by the authors primary re- 
duction was possible. In five neglected cases the 


dislocated bone was removed from the palmar sur- 
face of the hand. In two cases there was total nec- 
tosis of the bone with, however, some attempt at 
In six cases of 


regeneration of the osseous tissue. 
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necrosis, both poles of the bone were more or less 
free from necrotic débris. Therefore it must be as- 
sumed that the original necrotic process in these 
cases did not involve the entire bone. Cure of the 
necrosis may be obtained in such cases by immobiliz- 
ing the part for one or two years, but this form of 
treatment is impractical. The results of extirpation 
of the bone through the dorsal surface of the hand 
are no worse than those obtained by conservative 
measures. The patient is unable to do heavy work. 
The recognition of necrosis of the semilunar bone 
due to injury is still problematical, but trauma is 
believed to be an important factor in cases in which 
the injury was of a type which might have produced 
a fracture of the bone. Gustav RosenBurc (Z). 


Corret, P.: Accidents to Nerves in the Reduction 
of Congenital Dislocation of the Hip (Les acci- 
dents nerveux de la réduction de la luxation con- 
génitale de la hanche). Rev. d’orthop., 1932, XXxxix, 
ce 

The nerves most frequently injured in the re- 
duction of congenital dislocation of the hip are the 
sciatic and crural nerves. In cases of dislocation 
which has been present for a long time these nerves 
become shortened to conform to the shortening of 
the leg, and when the head of the femur is pulled 
down and placed in the acetabulum they are some- 
times severely stretched. Sciatic paralysis was found 
by Lorenz in 23 of 755 cases, and crural paralysis 
was found by Taylor in 9 of 50 cases in which a 
congenital dislocation of the hip had been reduced. 
Froelich states that the nerve involvement nearly 
always occurs in the cases of children between the 
ages of five and nine years and in cases in which 
the original shortening was over 5 cm. 

The paralysis may develop an hour after the re- 
duction or may be delayed for several hours or 
even a day. The first evidences of it are absence 
of a reaction to pinching of the toes and loss of 
motion in the foot and leg. Later there may be 
trophic disturbances, especially of the nails. 

In a study of dissections made in the case of a 
newborn child the author found that the mechanism 
of injury to the sciatic trunk may be compression 
between the trochanter of the widely abducted 
femur and the wall of the ischium or sudden stretch- 
ing. Sudden stretching is especially apt to occur 
in the external popliteal part of the nerve as this 
part is more firmly attached at the distal aspect 
near the head of the fibula. The obliquity of the 
nerve roots of the sciatic is such that a pull on the 
sciatic trunk causes the most damage at the fifth 
lumbar vertebra. Injury to the crural nerve was also 
found due to sudden stretching. The pathological 
changes in an over-stretched nerve are probably 
those of ischemia from poor circulation in the nerve 
trunk due to narrowing of the neurolemma. 

In the treatment, surgical intervention is rarely 
required. The paralysis generally does not last more 
than a year and in some cases becomes cured spon- 
taneously in less than three months. Some surgeons 
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advise an immediate change in the position of the 
leg or removal of part of the cast as soon as the 
paralysis is discovered. ‘The incidence of such 
paralysis can be reduced by the selection of the 
proper method of reduction for each patient. If 
the displacement is more than 5 cm. and the patient 
is more than five years old there should be pre- 
liminary weight traction for from ten to fifteen days. 

Accidents to the central nervous system are more 
rare than accidents to the peripheral nerves. Race 
seems to play a part in such accidents as they are 
most common in Jews and orientals. In the cases 
of all infants the reduction of a congenitally dis- 
located hip is followed for a few days by jerking 
of the legs and arms. The child may wake up crying. 
General convulsions may occur. Such phenomena 
cannot be explained on other grounds than involve- 
ment of the central nervous system. Embolism 
from venous thrombosis and fat embolism may oc- 
cur. A fat embolus may produce the same clinical 
picture as a general convulsion. 

The author reports 6 cases of sciatic and crural 
paralysis. All of the patients recovered from the 
paralysis in from one to twelve months. In 2 cases 
it was necessary to remove the cast at the knee. 
Of 4 patients with involvement of the central nerv- 
ous system, 1 died suddenly a few hours after the 
reduction, presumably from embolism. 

WILLIAM ArTHUR CLARK, M.D. 


ORTHOPEDICS IN GENERAL 


Jansen, M.: The Scientific and Social Aspects of 
Orthopedics. Surg., Gynec. & Obst., 1932, liv, 175. 


Recently it has been demonstrated that when the 
pressure is increased the deposition of lime salts 
in bone increases more rapidly than the deposition 
of colloid substances. It has been found also that 
when the pressure is decreased the roentgenogram 
shows that the bone elements grow thinner and 
their translucency to the X-rays is increased dis- 
proportionately. Hence it seems probable that in 
the presence of excess pressure a condition of 
plasticity of the bone substance develops. As ex- 
amples of such plasticity Jansen cites the slight 
flattening of the femoral head in the wide or flat 
hip socket and the malacia of the semilunar bone 
in persons engaged in forcible manual labor. 

According to the law of vulnerability of rapidly 
growing cell groups, injurious agents affecting grow- 
ing cell groups enfeeble the power of growth of those 
cells, and the degree to which growth is enfeebled is 
proportional to the rapidity of growth. This holds 
good for parts as well as for the individual as a 
whole. In the individual, the normal development 
of the muscles demands most of the power of growth 
because in the adult the muscles constitute 43 per 
cent of the body weight. After the muscles, the 
skeleton demands most of the power of growth as 
in the adult it constitutes 17.5 per cent of the body 
weight. In the bones, the growth disks grow fastest. 
Therefore in feebleness of growth it is rational to 
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expect growth changes first in the muscles, next in 
the growth disks, and last “in the diaphyses of the 
long bones. 

Three degrees of enfeeblement of growth have 
been established: 

1. The slight degree with mere muscle weakness, 
which is characterized by weakness of the feet, 
prominence of the abdomen, roundness of the 
shoulders, and blueness of the hands and feet. This 
will lead to overgrowth in adolescence. 

2. The severe degree, known as rickets. This is 
characterized by severe muscle weakness. The 
skeleton lags behind the normal in growth and all 
growth cartilages are affected. 

3. The moderate degree, represented by the knock 
kneed child with muscle weakness who is neither 
too tall nor too small. 

Jansen cites cases of the three types of feebleness 
of growth in which fatigue of the mother during 
pregnancy was the only injurious influence apparent 

The severe form of feebleness of growth occur: 
in the first years of life. Unless there is a chronic 
unfavorable influence, it improves even without 
treatment. The rachitic child usually becomes 
knock-kneed when four or five years old. The chil« 
with severe enfeeblement of growth during the first 
years usually lags behind in growth throughout life 
whereas the child with only slight enfeeblement o! 
growth outgrows its strength mainly during adoles 
cence. Here again there is a parallelism between the 
growth changes and the rapidity of growth. It is 
well known that in the first year the child adds 4 
per cent to its length, whereas in the succeeding 
years the percentage decreases until in the sixteenth 
year the increase in length is only 2.5 per cent 
Therefore in a child born with a certain degree 0! 
enfeeblement growth will lag behind the norma! 
less in the course of years. The child with ricket 
the knock-kneed child, and the overgrown chili 
represent three degrees of enfeeblement. 

Enfeebled bone behaves in conformity with the 
Hueter-Volkmann pressure rule: where pressure } 
creases growth decreases, and where pressure «| 
creases growth increases. In slight feebleness o/ 
growth there is no reserve power of growth as there 
is under normal conditions. Any exertion exceeding 
the normal tends toward the development of knoc! 
knees in the overgrown. The overgrown errand bo) 
is especially apt to develop knock-knees if he | 
obliged to carry heavy parcels. 

In the rachitic hand there is a retardation of the 
growth of the bones which is proportional to the 
pressure the bones are obliged to resist, and the 
transition of cartilage into bone is retarded even 
more than the growth of the bones as a whole 

The normal growth cartilage presents, side ly 
side, three areas: an area of division of cartilage 
cells, an area of enlargement of cartilage cells, aad 
an area of differentiation. ‘The findings of micro 
scopic examination of a number of growth disks 
taken from children of the same age who died from 
different causes indicate that in feebleness of growth 
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the three processes are retarded in reverse order, 
viz., differentiation first and most severely, cell 
enlargement next and less severely, and cell division 
last and least severely. 

In conclusion the author says that the obstetri- 
cian, pediatrician, physician, surgeon, ear specialist, 
and neurological and psychiatric specialist who learn 
to estimate the degree of their patients’ weakness by 
a glance at the locomotor apparatus will derive 
valuable information from this estimation which 
sometimes will enable them to determine the cause 
and often the nature of the condition with which 
they are to deal. The laws which govern the de- 
velopment of the locomotor apparatus may serve 
them as working hypotheses for the solution of the 
more intricate problems presented by the internal 


organs. ‘They may serve also as a guide to treatment. 
They explain, for example, why lateral curvature is 
liable to develop in the first years of life, especially 
in weak children, and why, in that period of rapid 
growth, the condition is amenable to improvement, 
whereas in the tenth year, when growth is ten times 
as slow, or in the sixteenth year when it is sixteen 
times as slow, powerful measures are required for 
improvement. However, the most important con- 
clusion which the laws of growth render justifiable 
is that the rapidly increasing number of overgrown 
adolescents in different nations indicates enfeeble- 
ment, and that, for the future welfare of such na- 
tions, it is urgent that the causes of this enfeeble- 
ment be traced and corrected. 
FREDERICK A. Jostes, M.D. 








BLOOD VESSELS 


Perpina, V. S.: Our Contributions to the Pa- 
thology and Treatment of Varices (Unsere Bei- 
traege zur Pathologie und Behandlung der Varicen). 
Zentralbl. f. Chir., 1931, p. 3062. 

From the results of experiments on animals and 
the treatment of trophic disturbances of the ex- 
tremities in patients by sympathectomy or excision 
of sympathetic ganglia the author has come to the 
conclusion that the vasomotor reflexes have a con- 
comitant and antagonistic action on the arteries and 
veins. Sympathetic stimulation causes narrowing of 
the arteries and dilatation of the veins, whereas 
interruption of the sympathetic pathways has the 
reverse effect. The author therefore considers the 
symptoms of varicose veins, the venous hyperemia, 
the venous dilatation (varices), oedema. and elephan- 
tiasis as evidences of stimulation of sympathetic 
ganglia. This view is supported by the cases in which 
he has done sympathetic ganglionectomy for varicose 
veins with complete subsidence of the manifesta- 
tions. He has treated eight patients in this way, 
extirpating from one to two lumbosacral ganglia by 
the extraperitoneal route. The ganglia were sub- 
normal in size and consistency, and on histological 
examination showed degenerative changes in the 
cells and interstitial oedema. 

The author explains the pathogenesis of varicose 
veins as follows: 

As a result of exogenous (alcohol, tobacco, lead, 
mercury) or endogenous toxins (rheumatism, dis- 
turbances of internal secretion), irritation of the 
nerve cells of the lumbosacral sympathetic ganglia 
occurs and by reflex action causes arterial narrowing 
and venous dilatation. The loss of tone in the vein 
walls and the permanent overdistention with blood 
then lead to the typical picture of varices with 
shrinkage and insufficiency of the venous valves and 
finally extensive histological changes in the walls of 
the veins. F. Kraces (Z). 


Ipsen, J.: Measurements of the Superficial Tem- 
perature of Bedridden Patients, Especially 
Those with Phlebitis (Hauttemperaturmessungen 
bei Bettlaegerigen, besonders bei Phlebitis). Acta 
chirurg. Scand., 1932, \xix, 197. 

In describing a method for measuring the super- 
ficial temperature of bedridden patients, Ipsen dis- 
cusses particularly the comparison of temperatures 
of the extremities taken with a mercury thermom- 
eter. The temperature is determined beneath pieces 
of felt 5 times a day and the average of these read- 
ings is taken as the average day temperature. The 
difference between 2 average day temperatures 


measured at symmetrical levels is normally less 
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than 1 degree. The average of 4 consecutive average 
day temperatures is called the “‘niveau tempera- 
ture.” The difference between niveau temperatures 
is normally less than % degree. 

These determinations were made by the author 
in the cases of 100 patients who had no diseases 
of the extremities or pelvis. In most cases they 
were made on the feet. 

In cases of local inflammation of a foot the tem- 
perature of the involved foot is raised. An increase 
in the temperature in the foot is noted also in cases 
of fracture and phlegmon even when the latter 
occur at the upper end of the femur. In the majority 
of other conditions there is no appreciable rise in 
the temperature of the foot. 

The temperature has been studied by the author 
especially in post-operative phlebitis. 

It is pointed out that in most cases of post- 
operative phlebitis the cedema is not produced by 
stasis as the extremity is white whereas in complete 
obstruction of the main stem it is blue and in cases 
of more superficial phlebitis it is red. 

Ipsen studied particularly the white forms. It 
was found that in phlebitis of a lower extremity 
the temperature of the affected side is from 3 to 4 
degrees higher than that of the normal side. 

The difference in temperature generally coincides 
with other clinical symptoms of phlebitis, but 
occasionally is noted before other symptoms. 

When the causes mentioned (local processes 
fracture, etc.) are absent a difference in the average 
day temperature of 1 degree is a sign of phlebitis 

On the other hand phlebitis may be exclude 
when the difference in temperature remains belo, 
1 degree for one or two days. This fact is of im 
portance as pain is often noted in the extremitic- 
after operations. When under such circumstances 
there is no difference in the temperature for tw 
days, phlebitis need not be considered in the treat 
ment. 

Exceptions to this rule are met with in gynecolog' 
cal conditions, in which there is sometimes a (i! 
ference in temperature of more than 1 degree in t 
absence of demonstrable phlebitis and phlebitis m 
result from some pelvic affection without a distin: 
difference in the temperature. 

In conclusion the author reviews various theories 
advanced to explain the development of the te 
perature change discussed. He believes that 
should be regarded as the effect of a reflex from tiie 
deep vessels analogous to the effect of Leriche s 
sympathectomy. 

In some cases the difference in temperature has 
been proved due to a lowering of the temperatuie 
on the normal side. The author suggests that 11s 
may be explained by compensatory efforts of higher 
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centers which, being obliged to act simultaneously 
on both sides, cause spasms on the normal side. 


Fiolle, J.: A Bullet Wound Across the Femoral 
Vascular Mass. Dry Wound of the Vein. Spasm 
or Thrombosis of the Artery (Une balle 4 travers 
le paquet vasculaire fémoral. Plaie séche de la veine. 
Spasme ou thrombose de l’artére). Bull. ef mém. 
Soc. nat. de chir., 1932, lviii, 309. 

The case reported was that of a woman in the 
fourth decade of life who was wounded the evening 
before she was seen by the author by a revolver 
bullet which traversed the left thigh at its root, 
perforated the mons veneris, and buried itself in the 
right thigh. The wounds bled only slightly, and the 
patient was able to stand up while waiting for a cab 
to take her to the hospital. 

The intern, finding that there was no further 
bleeding, that the thighs were not swollen, and that 
the general condition was excellent, did not call the 
surgeon in charge. When the author examined the 
patient the next day he found that the orifice of en- 
trance of the bullet, which was a little in front of the 
trochanter, and the orifice of exit, which was in the 
genitocrural fold, were so situated that a straight 
line joining them would pass perpendicularly through 
the vascular mass. 

The punctiform wounds were not bleeding, and 
the region traversed was as flat, supple, and normally 
colored as the corresponding region of the right thigh. 
It was clear that there was no hematoma or infiltra- 
tion. The mobility of the limb was slightly reduced. 
All movements were possible, but were slow. The 
appearance and temperature of both limbs were 
alike. There was no pain. On the right side the 


dorsalis pedis artery was pulsating strongly, but on 
the left side it showed no pulsations. This was true 
also of the posterior tibial artery behind the malle- 
olus. 
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The three possibilities were: (1) a dry vascular 
wound, (2) a contusion with thrombosis without 
opening of the tunics, and (3) an arterial spasm. 

At operation, no blood was found outside the 
vascular sheath. ‘The projectile had traversed this 
sheath 1 cm. below the point where the deep femoral 
detaches itself from the common trunk. Within the 
sheath there were small clots of black blood which 
seemed to have come from the vein. One of them 
which apparently had been forced into the vascular 
lumen was seized and drawn out with the forceps. A 
long slender cylinder attached itself to the end of the 
instrument and as it was removed a violent hemor- 
rhage occurred. This was stopped by pressure below 
the wound. The vein was three-fourths divided. The 
lesion was an example of a “dry wound” of a large 
vein. The artery was normal on its anterior surface, 
but its posterior wall was infiltrated and reddish. At 
the site of the contusion it was markedly retracted. 
Above this site it was large and pulsated strongly, 
but below this site it showed only attenuated pulsa- 
tions communicated by the upper portion. The 
marked expansion above the lesion ceased abruptly 
below it. The author was unable to determine 
whether the artery was obstructed or was affected by 
spasm. It was not opened, but on account of the 
possibility of subsequent detachment of the parietal 
scar, Fiolle passed temporary ligatures under the 
vessel above and below the contused zone. These 
ligatures were brought out through the operative 
wound, which otherwise was hermetically sutured. 
They gave only relative security, but their use was 
the author’s choice between two dangers. 

Eight days after the operation the patient’s condi- 
tion was excellent. Slight pulsations of the dorsalis 
pedis artery were noted. As the pulsations were not 
completely re-established, the author believes a 
thrombosis was present. The patient left the hospital 
on the twelfth day after the operation. PACE. 








OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Haldane, J. S., Crowden, G., Poulton, E. P., Hilton, 
R., and Others: Discussion on the Therapeutic 
Administration of Oxygen and Carbon Dioxide. 
Proc. Roy. Soc. Med., Lond., 1932, xxv, 621. 


HALDANE reminded the group taking part in this 
discussion that in the normal breathing of ordinary 
air the ventilation of the lung is so regulated that the 
partial pressure of carbon dioxide in the mixed 
alveolar air is maintained at a certain level which is 
characteristic of the particular person, but is usually 
about 5.5 per cent. An increase in the percentage of 
carbon dioxide in the inspired air increases respira- 
tion mainly by increasing its depth. The oxygen 
pressure in mixed alveolar air is kept at about 14 per 
cent, which is sufficient to saturate the hemoglobin 
of the arterialized blood to about 97 per cent. 
Priestley believed that the immediate cause of many 
deaths is a lack of oxygen due to shallow breathing 
caused by enfeeblement of the respiratory center. 
When breathing occurs under normal conditions the 
addition of oxygen to the inspired air has no notice- 
able effect. A marked effect is produced only when 
the blood is insufficiently saturated with oxygen. In 
all cases the condition of insufficient saturation, if at 
all marked, is very dangerous as it has cumulative 
effects on the respiratory center, the higher nervous 
centers, the heart, and other organs. When the blood 
becomes insufficiently saturated, the breathing is at 
first stimulated to a marked extent, but the increased 
breathing washes out too much carbon dioxide, 
thereby soon neutralizing the stimulating effect so 
that it becomes scarcely noticeable even when 
consciousness is being lost. However, the breathing 
becomes shallow and frequent because of enfeeble- 
ment of the respiratory center. 

The therapeutic uses of carbon dioxide introduced 
by Henderson are likely to become even more exten- 
sive than those of oxygen. Carbon dioxide should be 
administered in measured amounts. The purpose of 
its administration is to tide the patient over a danger- 
ous emergency until his recuperative powers are 
strengthened. 

CROWDEN demonstrated the Drinker respiratory 
and stated that in America the problem of resuscita- 
tion in cases of gas poisoning and other conditions of 
asphyxia has been attacked systematically. 

Hitton showed by means of graphs the effect of 
various methods of giving oxygen on the composition 
of the alveolar air. He stated that the benefit of 


oxygen administration in pneumonia is not directly 

proportional to the amount of oxygen given. 
PEMBREY expressed the hope that the therapeutic 

claims made for oxygen and carbon dioxide will not 
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be pressed too far. He emphasized that we must not 
be misled into thinking that pneumonia is chiefly an 
anoxemia. He stated that oxygen is of value in this 
condition chiefly to tide the patient over emergencies. 
HALDANE agreed with Pembrey that in the early 
stages of lobar pneumonia there is no distinct indica- 
tion of a lack of oxygen. Accordingly there is no 
reason for the administration of oxygen in the early 
stages, but he does not believe it will cause harm. 
M. HERBERT BARKER, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Albee, F. H.: Will Bacteriophage Prove the Ideal 
Wound Treatment? Am. J. Surg., 1932, xv, 228. 


Following a review of the search for the ideal 
treatment of wounds from the days of primitive 
man to date, Albee discusses the present-day meth 
ods of treating bone infections and the value oi 
bacteriophage in chronic osteomyelitis. He believes 
that the success of the Orr treatment of chroni: 
osteomyelitis (rest, immobilization, non-interference 
and measures to prevent re-infection) is due to the 
growth of bacteriophage in the wound. In about 
94 per cent of his cases of acute and chronic osteo 
myelitis a specific bacteriophage occurred sponta 
neously. In 3 per cent in which a specific bacterio 
phage did not develop spontaneously it was «dc 
veloped in the laboratory and transferred to the 
wound with good results. In the remaining 3 pe! 
cent of the cases, in which the streptococcus hamo 
lyticus was the causative organism, no bacteriophag 
could be developed. 

In Albee’s present treatment of chronic osteo 
myelitis the lesion is exposed and the sequestrum 
removed. The edges of the disease focus are then 
removed and a saucer-shaped pocket is made. The 
pocket is packed with vaselined gauze and the ex 
tremity then encased in a plaster cast without a 
window. After from eight to ten weeks the cast anil 
dressings are changed. By that time the wound his 
usually begun to fill with healthy granulation tissuc. 
If a bacteriophage is not formed, it is developed in 
the laboratory and transferred to the wound. 

SAMUEL PERLow, M.1) 


ANZSTHESIA 


Dikshit, B. B., and Rao, D. H.: Percain in Spinal 
Anesthesia. Indian M. Gaz., 1932, 1xvii, 60 


Percain, a quinolin derivative, is a drug of fairly 
high toxicity which is increased in toxemic con:i 
tions. When it is used for spinal anesthesia it 
should be employed with great care. On the heart 
it has a depressant action associated with slowing 
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and irregularity. It causes a fall in the blood pres- 
sure, but this is fairly well controlled by giving 
ephedrin ten minutes after the spinal injection. 

Respiratory embarrassment is more to be dreaded 
than circulatory disturbances, but is much less 
common. 

On the central nervous system percain acts as a 
convulsant. In its use for spinal anesthesia a pre- 
liminary injection of 14 gr. of morphin with 1/100 
gr. of atropin should be given for its quieting effect. 
For operations on the upper abdomen the analgesia 
must extend up to the level of the fourth dorsal 
vertebra. The dosage varies from 8 to 12 c.cm. of a 
1:1,500 solution. 

Headache is the only important complication and 
is amenable to treatment. Failures include incom- 
plete analgesia and psychic disturbances. 

Percain has been employed successfully by the 
authors in 110 cases. T'wo deaths are recorded. 

GeEorGE R. McAutirr, M.D. 


Kirschner, M.: Experiments in Securing Girdle- 
Formed Spinal Anesthesia (Versuche zur Her- 
stellung einer guertelfoermigen Spinalaniesthesic) 
Arch. f. klin. Chir., 1931, clxvii, 755. 

In its present form, spinal anwsthesia necessitates 
filling a large portion of the dural cavity with an 
anesthetic agent which, because of its toxicity, is 
not indifferent. Moreover, a wider area is anws- 
thetized than the operation requires and the un- 
necessarily extensive anwsthesia is associated with 
the danger of disturbances in the respiration, heart 
action, and vasomotor function. Furthermore, the 
previously estimated amount of the anesthetic agent 
must be administered at once, individualization being 
therefore impossible. 

Kirschner uses a method which is free from these 
disadvantages. He bases his statements on more 
than 300 cases. His technique produces a circum- 
scribed girdle anwsthesia which is limited caudally 
and cranially, is movable, and depends in extent 
upon the amount of the anesthetic agent used. 
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With the patient on his side in a Trendelenburg 
position of at least 20 degrees, spinal fluid is with- 
drawn and replaced by an equal quantity of air. 
The air should occupy the highest point in the dural 
cavity. This depends upon the degree to which the 
head is lowered. To prevent the spread of the 
anesthetic in a cranial direction, Kirschner uses 
a solution which has a specific gravity less than that 
of the spinal fluid and floats upon the spinal fluid. 
A 14 per cent solution of percain is an effective agent. 
By varying the size of the air bubble in the dural 
cavity, the anesthesia can be obtained at the desired 
site. Individual dosage is made possible by means 
of a double syringe. With 50 c.cm. of air on one 
side, 5 c.cm. of solution on the other, and a common 
outlet, the syringe permits the introduction of air 
or anxsthetic according to the requirements of the 
individual case. The needle must be left in place 
until anesthesia is induced. The induction of the 
anesthesia usually requires about five minutes. 
Then, depending upon the level of the anesthetic 
girdle and the depth of the anesthesia, more air 
or solution is injected. 

It has been found that 2 c.cm. of the solution 
will induce anawsthesia of an operative field of aver- 
age extent. By injecting 5 c.cm. of air into the dural 
cavity (with the head down) analgesia of the lower 
extremities is obtained. When from 15 to 30 c.cm. 
of air are injected the anwsthesia reaches the nipples, 
whereas the legs, the nerves of which run through 
the air in the dural space, are not anwsthetized. 
Inclination of the body with the pelvis upward must 
be maintained throughout the operation. Maximal 
anesthesia is attained in from five to ten minutes 
and lasts forfrom one to three hours. The after-effects 
are milder than those of methods used previously. 
Immediately before the spinal puncture 0.05 gm. of 
ephetonin is given. Because of the locally circum- 
scribed action of the anwsthetic agent, the fall in 
the blood pressure which constitutes the chief 
danger of spinal anesthesia is slight or absent. 

F. O. MAYER (Z). 
















































ROENTGENOLOGY 


Laurell, H.: A Method of Excluding Most of the 
Unfavorable Secondary Irradiation in Roent- 
genography (Eine Methode beim Roentgenphoto- 
graphieren den groesseren Teil der schaedlichen 
Sekundaerstrahlung auszuschalten). Acta radiol., 
1931, Xil, 574. 

The author describes a method of obtaining dis- 
tinct roentgenograms with hard roentgen rays and 
without the use of the Bucky diaphragm. This is 
done by having long distances between the X-ray 
tube, the object, and the X-ray film. The time of 
exposure is not particularly prolonged. 

An ordinary roentgen therapy tube may be used 
for the roentgenography, and while X-ray treatment 
is going on several patients may be roentgenographed 
at the same time and with the same tube. 


Pons, A. P., and Sabater, J. M. V.: Investigations 
on Hepatosplenography with Thorium Prepa- 
rations. Thorotrast (Investigaciones sobre la hepa- 
tolienografia mediante los preparados de _ thorio. 
Thorotrast). Rev. med. de Barcelona, 1932, ix, 16. 


Thorotrast is a 25 per cent colloidal solution of 
thorium dioxide. For roentgenographic visualization 
of the liver and spleen it is injected intravenously. It 
may be administered without preparation of the 
patient. The optimum dose is from 60 to 80 c.cm. 
given in three injections at intervals of from one to 
three days. The initial dose is from 0.4 to 0.6 c.cm. 
per kilogram of body weight. In order to decrease 
the amount of gas in the intestines it is advisable to 
give medicinal charcoal and an enema before the 
roentgen examination. The roentgenograms are 
usually taken forty-eight hours after the last injec- 
tion. However, sufficient contrast may be obtained 
twenty-four hours after the initial minimal dose of 
from 30 to 40 c.cm. and up to twenty days after the 
last injection. The roentgenograms are taken with 
the patient in ventral or lateral decubitus. 

The authors report fourteen cases in which 
hepatosplenography was done with thorotrast. The 
average dose was 75 c.cm. In one case 175 c.cm. 
were used, but the contrast was not improved. The 
cases included two of hydatid cyst, one of leukemia, 
three of pulmonary tuberculosis with enlargement of 
the liver and spleen, one of amylosis, and seven of 
miscellaneous conditions. 

In this series no febrile reaction, malaise, head- 
ache, or tingling was noted. One patient with 
anemia and lues had dizziness, abdominal discom- 


‘fort, chills, twitchings, and tachycardia," but these 


ceased after the administration of caffeine and adre- 
nalin and were prevented after later injections by the 
previous administration of adrenalin. 
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Hemorrhagic phenomena occurred rather fre- 
quently. They included slight epistaxis, bloody 
sputum, and severe hematemesis and melena. Two 
patients with advanced hepatic cirrhosis died 
apparently as the result of hemorrhage. 

The effects of thorotrast on the blood picture and 
hepatic function were studied in a few cases, but no 
conclusions could be drawn. 

The elimination of thorotrast is slow. In some of 
the authors’ cases the shadows remained unchanged 
after three months. The routes of excretion of the 
drug are unknown, but the authors believe that th« 
liver and kidneys are concerned in the elimination. 
They have found thorotrast in the bowels following 
its intravenous injection. 

The authors’ conclusions are summarized a: 
follows: 

1. In roentgenograms made after the intravenou: 
injection of thorotrast the normal liver and spleen 
are well contrasted. 

2. Besides showing the size, shape, and contour o/ 
these organs, the use of thorotrast may be of value tv 
demonstrate cysts, abscesses, and new growths. 

3. In cases of diffuse tumor invasion, advance: 
hepatic cirrhosis, and leukamia, the shadows ma\ 
be absent. 

4. Thorotrast has no immediate toxic effects on 
patients in good condition, but its late effects are 
still unknown. 

5. Its use is contra-indicated in leukemias ani! 
hemorrhagic states. W. H. Martinez, M.D. 


Picchio, C.: Roentgen Therapy with Fractional and 
Protracted Doses (La roentgenoterapia a dosi 
frazionate e protratte). Radiol. med., 1932, xix, 1. 


Picchio reports his experimental results from 
roentgen therapy with fractional and protracted doses 
according to the method proposed by Coutard. Ile 
describes the technique in detail and cites its ai- 
vantages over the ordinary forms of therapy with 
massive doses. He was able to obtain considera!)le 
improvement with this technique even in cases of 
neoplasms in which other forms of roentgen thera) 
have had only a limited effect. 

In discussing the physical and biological bases io 
which he attributes the advantages of the method, 
he emphasizes the importance of distributing ap 
propriate doses over a period of time sufficient to 
allow an elective action of the irradiation on the 
neoplastic cells with maximum preservation of the 
normal tissues. The small doses probably allect 
neoplastic cells only during mitosis, when the cells 
are most radiosensitive. In the administration o! 
fractional doses over a long period of time (he 
attempt is made to irradiate the tumor cells during 
their most radiosensitive stage. As small doses have 











little effect on resting cells, damage to the normal 
tissues is minimal. 

The author describes technical details that tend 
to increase the hardness of the rays and diminish 
their dispersion. The increased hardness indirectly 
increases the difference in the sensibility between 
the superficial and deep tissues because of the minor 
absorption of the very hard rays by the skin and the 
persistence, as a result of the Compton effect, of the 
strong deep absorption of these rays. Distribution 
of the fractional doses over a protracted period to 
allow a desaturation of the dermal cells, and the use 
of hard rays renders possible the use of large doses 
of irradiation without danger to the skin. 

In clinical cases in which the described method 
has been used the best {results were obtained in 
neoplasms of the larynx. 

In conclusion Picchio discusses the limitations of 
this form of therapy. Peter A. Rost, M.D. 


Martius, H.: The Treatment of Tuberculosis of the 
Female Genital Organs (Die Behandlung der 
weiblichen Genitaltuberkulose).  Strahlentherapie, 
1931, xlii, 471. 

Under the influence of Hegar it was generally 
believed, from twenty to thirty years ago, that 
genital tuberculosis in the female should be treated 
surgically with removal of the diseased organs, if 
possible, a procedure associated with a mortality of 
1o per cent. As the result of the introduction of 
roentgen irradiation a complete change of opinion 
has occurred. However, as genital tuberculosis is a 
serious condition, it is usually first recognized at 
operation or at microscopic examination of the 
specimens after operation. Therefore surgical treat- 
ment can by no means be considered as completely 
abandoned. In peritoneal tuberculosis good results 
are obtained by simple laparotomy which produces 
hyperemia of the peritoneum and thereby usually 
renders it unnecessary to touch the diseased genital 
organs themselves. In the opinion of most surgeons 
the removal of all visibly diseased parts is not indi- 
cated. Eymer recommends the partial operation, 
and von Jaschke performs an exploratory operation 
to confirm the diagnosis and then irradiates. Relying 
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on subsequent roentgen treatment, Martius leaves 
the uterus and ovaries intact when they appear 
macroscopically sound. Often he is satisfied with 
exploratory laparotomy. He never operates in a 
case of genital tuberculosis without trying irradia- 
tion first. 

With regard to the effect of the roentgen rays 
Martius says that the amount of the rays is not 
sufficient to destroy the bacilli. We must assume an 
immediately stimulating effect on the healing proc- 
esses inherent in the granulation tissue. Some be- 
lieve that the granulation tissue is injured and that 
this injury liberates specific toxins which have a 
stimulating effect on the organism. Nevertheless it 
has been repeatedly demonstrated that large doses 
of the roentgen rays are not advisable. 

In the author’s cases of isolated genital tubercu 
losis the lower abdominal region only is irradiated 
from a distance of 50 cm. With the use of a filter 
of 0.5 mm. of copper the field is given an initial dose 
of 110 r, which is equal to about one-fifth of the skin 
tolerance dose of 590 rr. This irradiation is repeated 
three times at intervals of eight days, and each time 
with a dose of 60 r. The number of subsequent 
irradiations and the length of the irradiation inter- 
vals are determined on the basis of the clinical 
course. In general, one or several repetitions follow 
such a series after intervals of from six to eight 
weeks. The dosage applied to the skin surface is 
increased by the rays reflected back from the body. 
The ovarian dosage is not attained, a fact which the 
author, in agreement with others, considers very 
important. Only in the cases of elderly women and 
in the presence of severe hemorrhages, which are 
very rare, is the ovarian function destroyed by the 
roentgen rays. 

The roentgen treatment must be supplemented bv 
general treatment including a very nourishing diet, 
rest in bed, natural and artificial heliotherapy, and 
the injection of old tuberculin (according to Pan- 
kow, 0.01 c.cm. once a week). The irradiations and 
injections should not be given simultaneously. Von 
Jaschke recommends caseosan therapy. Soap in- 
unctions of the skin and sanitarium treatment are 
also recommended. H. Fvern (G). 








CLINICAL ENTITIES--GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Cohn, I.: Skeletal Disturbances and Anomalies: A 
Clinical Report and a Review of the Literature. 
Radiology, 1932, xviii, 592. 

This report is based on a series of cases observed 
by the author. The anomalies included syndactylism, 
hypodactylism, polydactylism, a thumb with three 
phalanges, ectromelia, deficiencies of the fibula, 
absence of carpal bones, fusion of carpal bones, and 
dyschondroplasia. 

Stockard and Bagg proved by experimental stud- 
ies that abnormalities of the limbs are definitely 
inherited and recessive to normal inheritance, and 
that skeletal deformities and defects are due to re- 
tardation of development at a particular period. 

Witi1am J. Kiser, M.D. 


Dimitri, V.: A Case of Dystonia Musculorum De- 
formans (Un caso de distonia muscular defor- 
mante). Semana méd., 1932, XXXix, 428. 


The case reported by the author was that of a man 
who was born with congenital mental defects. His 
parents were alcohol addicts. The condition de- 
veloped after the subsidence of an acute infectious 
process. The diagnosis was confirmed at autopsy. 

Dimitri believes that in all cases of dystonia or- 
ganic lesions are present especially in the striated 
body and cerebral cortex. The condition in the case 
he reports was very similar to that in a case reported 
by Wimmer in 1921 as “progressive torsion spasm.” 
In both cases there were choreic movements and in- 
voluntary contorsions, the progress of the condition 
was slow, and the histological picture showed dis- 
turbances in the caudate nucleus, putamen, cerebral 
and cortex and an increase of neuroglia cells. The 
author’s case differs from the case reported by Wim- 
mer in the absence of cerebellar and hepatic lesions. 

ALBERTO Prieto, M.D. 


Spurling, R. G., Jelsma, F., and Rogers, J. B.: 
Observations in Raynaud’s Disease; with Histo- 
pathological Studies. Surg., Gynec. & Obst., 1932, 
liv, 584. 

The authors report three typical cases of Ray- 
naud’s disease which were treated by sympathetic 
ganglionectomy. In all of the cases complete relief 
of symptoms was obtained in the lower extremities 
and the left upper extremity for periods ranging from 
six to eighteen months. In two cases the disease was 
not permanently relieved in the right upper extrem 
ity. In one case all of the digits of the right hand 
were destroyed by dry gangrene after removal of the 
entire sympathetic chain from the level of the supe- 
rior cervical ganglion to the third thoracic ganglion 
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and after periarterial sympathectomy of the axillary 
artery. Studies of the amputated digits showed 
sclerotic and hypertrophic changes in the intima and 
media of the larger arteries both proximal and distal 
to the line of demarcation. No significant changes 
were found in the arterioles or veins. 

The authors discuss these clinical and pathological 
findings and their significance as regards the causa 
tive mechanism of Raynaud’s disease. 

Joun J. Matoney, M.D. 


Todd, E. W.: Antigenic Streptococcal Hzemolysin. 
J. Exper. M., 1932, lv, 267. 

There is no convincing evidence in the literature 
that streptococcal hemolysin is an antigen, and it 
appears to be generally accepted that the titer of 
antistreptolysin in the sera of normal animals cannot 
be increased by immunization with streptolysin 
Experiments reported in this article show that the 
absence of antigenic activity is due to the serum 
used in the preparation of the streptolysin. Hamo 
lytic streptococcal filtrates prepared without serum 
behave like any ordinary antigen and can be used 
to titrate the antistreptolysin in the sera of norma! 
or immunized animals. Gerorce A. Cottettr, M.D. 


Loenhard, H.: Malignant Neoplasia and Trauma 
(Maligne Geschwulstbildung und Trauma). Mo) 
atsschr. f. Unfallheilk., 1931, xxxviii, 445. 

Among 500 malignant tumors confirmed by opera 
tive and histological examination there were 23 sar 
comata and 473 carcinomata. Nine of the sarcomat:: 
and 6 of the carcinomata were attributed to trauma 
After critical consideration, 4 of the sarcomata ani! 
3 of the carcinomata were regarded as being thi 
result of a single trauma. 

The first case reported by the author was that oi 
a twenty-seven-year-old laborer who was struck 0: 
the right buttock by a rail in 1918. In Februar, 
1919, a small swelling appeared, and on March 1: 
1920, a tumor as large as a child’s head was remove: 
surgically. Histological examination showed th 
neoplasm to be a spindle-celled sarcoma. In Novem 
ber, 1926, a local recurrence was treated by roentg: 
irradiation. 

In the second case, the patient’s left foot w 
frozen in October, 1925. The ball of the great t: 
became swollen and failed to heal in spite of co: 
tinuous medical care. On August 2, 1926, it pr: 
sented an egg-sized, reddish swelling with a sma! 
ulcer in the center. On August 11, 1926, amputati« 
was done through the tarsometatarsal joint. ‘I’! 
histological diagnosis was sarcoma. On Nove 
ber 19, 1926, a local recurrence with extensiv: 
glandular metastases was found. Death occurr 
at the end of December, 19206. 
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In the third case, a man fifty-six years old sus- 
tained a fracture of the left tibia and the external 
malleolus in a fight on May 14, 1926. On the pa- 
tient’s admittance to the hospital a hematoma was 
found on the right thigh. The hematoma subsided 
under treatment with moist compresses. Three 
weeks later there appeared at the site of the hama- 
toma formation a small tumor which became pro- 
gressively larger. [xarticulation at the hip was 
advised, but was refused. The tumor was excised 
on July 2, 1926. The histological diagnosis was 
polymorphous-celled sarcoma. Death occurred from 
cardiac failure on the evening of the day of operation. 

In the fourth case, a thirty-four-vear-old woman 
stumbled against a pile of stones early in December, 
1929, and sustained a hematoma on the external 
side of the right knee. Under treatment with moist 
compresses and by massage, the swelling subsided 
to a small, firm mass. Later, the mass enlarged and 
on the patient’s admittance to the hospital on 
March 3, 1930, a fist-sized, firm tumor was found 
on the outer side of the right knee. The growth of 
the tumor could not be controlled by roentgen irradi- 
ation. On March 17, amputation was done through 
the middle of the thigh. The histological diagnosis 
was polymorphous-celled sarcoma. Death occurred 
in May, 1930, from pulmonary metastases. 

In the fifth case, a woman eighty-two years old 
struck her head against the branch of a tree, sustain- 
ing a wound on the left side of the forehead. In 
spite of medical treatment the wound failed to heal. 
On the patient’s admittance to the hospital on 
March 20, 1931, an ulcer surrounded by scar tissue 
was found on the left side of the forehead. The 
ulcer was excised. The histological diagnosis was 
basal-celled carcinoma. The patient was discharged 
as cured on March 20. 

In the sixth case, a man forty-six years old sus- 
tained an injury to the left arm and chest from a 
shell splinter on September 27, to14. The wounds 
healed smoothly. In August, 1925, the patient 
noticed a growth in the scar. Under roentgen irradi- 
ation the growth disappeared almost entirely. On 
May 31, 1926, a fist-sized, firm tumor was found in 
the scar in the region of the shoulder blade. The 
scar, together with the tumor and the major portion 
of the scapula, was removed on June 1. Histological 
examination of the specimen revealed a basal-celled 
carcinoma. Three months later local metastases the 
size of peas were removed. 

In the seventh case the patient was kicked in the 
right testicle in December, 1928. A painful swelling 
appeared, but subsided under treatment with warm 
moist compresses. ‘Three months later the testicle 
presented a painless swelling which resisted all treat- 
ment. On December 17, tg29, the egg-sized, nodu 
lar, firm testicle was removed. Histological examina 
tion disclosed carcinoma. Death occurred in June, 
1930, from pulmonary metastases. 

In the eighth case the patient caught his right 
thumb on the door handle of an automobile, sustain 
ing a fracture of the proximal phalanx. The fracture 


MISCELLANEOUS 


After four weeks there was a slight 


was treated. 
thickness of the proximal phalanx. A roentgeno 
gram made November 22, 1926, showed a swelling 
of the proximal phalanx with a sharply localized 
rarefaction in its center. The bone was chiselled 
open and curetted. Microscopic examination re 
vealed an enchondroma. 

Such so-called callus enchondromata are partic 
ularly frequent after fractures of the humerus and 
clinically are scarcely less malignant than sarco 
mata. As the result of the bone injury, regenerative 
processes occur; the potential growth energy again 
becomes kinetic. The cells retain their capacity for 
growth, but can no longer produce bony tissue and 
remain at the lower developmental stage of the carti- 
lage cell. A similar reaction apparently occurs in 
connective tissue and epithelial cells when they are 
stimulated to regenerative processes by trauma. As 
a result of some influence. perhaps the trauma, the 
regenerative processes of the mother tissues are dis 
turbed and give rise to tumor formation because of 
unrestrained capacity for growth at a lower stage of 
differentiation. 

In all of the cases reported by the author a deti- 
nitely single trauma followed by signs of injury was 
proved and the tumor developed within a certain 
period of time at the site of the injury. Therefore 
in these cases trauma must be considered the etiolog 
ical factor in the tumor development. 

HAUMANN (Z). 


Ciantini, F.: The Serodiagnosis of Malignant Tu- 
mors with Botelho’s Reaction and the Stalag- 
mometric Miostagmin Reaction (Contributo 
alla sierodiagnosi dei tumori maligni con la reazione 
de Botelho e meiostagmica stalagmometrica). Clin. 
chir., 1932, Vili, 63. 





Botelho’s reaction depends upon the formation in 
the blood serum of a precipitate in the presence of an 
iodine solution and citric acid. It is claimed that in 
cases of cancer a precipitate is produced when the 
amount of iodine solution is extremely small. The 
author used the Botelho test on forty-four patients 
with cancer and twenty-six controls. The reaction 
Was positive in 77 per cent of the former and 50 per 
cent of the latter. 

The miostagmin reaction measures the lowering 
of surface tension in diluted blood serum when the 
corresponding antigen is added. The measurement 
is carried out with a special pipette called a ‘*stalag 
mometer.”’ Of thirty-one patients with cancer, 61 
per cent gave a positive reaction, whereas of twenty- 
one controls, 24 per cent gave a positive reaction. 

Ciantini concludes that the serodiagnosis of cancer 
is far from being solved. | C.D. Ha vcensex, M.D 


Ilueper, W. C.: The Clinical Significance and Ap- 
plication of Histological Grading of Cancers. 
Ann. Surg., 1932, Xcv, 32 

The author emphasizes the conditions necessary 
for proper interpretation of the histological grading 
of cancers. While some have regarded such grading 


as of aid in determining the treatment and prognosis, 
others have condemned it as being misleading. This 
difference of opinion may be due to a lack of under- 
standing of the fundamental conditions that must be 
satisfied before correct application of the method is 
possible. 

The sections submitted for grading must be ob- 
tained from the peripheral actively proliferating 
portion of the tumor. This is the characteristic por- 
tion of the tumor as it is free from ulceration, infec- 
tion, structural distortion, and necrosis. The sec- 
tions must contain a sufficient amount of tumor tis- 
sue to show the histological structure of the tumor 
and must be free from defects due to improper han- 
dling before fixation or to faulty preparation and 
staining. The pathologist must be familiar with the 
histopathology of tumors and especially with this 
type of work. 

The purpose of the histological determination of 
the malignancy of cancers is to estimate the poten- 
tial proliferative qualities and metastatic tendencies 
of the neoplasm on the basis of the degree of differen- 
tiation and the amount of anaplasia. 

As surgery and X-ray and radium therapy are 
mainly local means for the eradication of cancers 
and are successful only when the tumors are more 
or less localized, the practical value of histological 
grading depends upon its proper clinical interpreta- 
tion into terms of prognosis and type of therapy 
indicated. 

Clinical experience has demonstrated that imma- 
ture and highly anaplastic cancers are treated more 
successfully with the X-rays and radium than by 
surgery, whereas mature and highly differentiated 
tumors with a low degree of anaplasia respond bet- 
ter to surgery than to irradiation. The histological 
grading of malignancy therefore represents the basis 
for the clinician’s decision as to the type of treatment 
indicated. 

At present the grading of cancers is always a group 
grading and not a grading of the individual case. It 
places the tumor in a group of tumors in which, ac- 
cording to empirical observation, a certain percent- 
age of cures is obtained. Since, with our present 
therapeutic measures, cure depends mainly on the 
absence of metastases, the histological grade of 
malignancy expresses also the tendency of the tumor 
to form metastases. All other factors being equal, a 
high degree of malignancy indicates a less favorable 
prognosis than a low degree of malignancy. Patients 
with high-grade malignancy should be examined 
especially carefully for distant metastases and re- 
examined frequently after operation or irradiation. 

MANUEL E. LIcHTENSTEIN, M.D. 


Saunders, E. W.: A Bacteriological Study of 
Chronic Ulceration in Relation to Carcinoma. 
Ann. Surg., 1932, XCV, 327. 


The author reports a clinical, bacteriological, and 
serological study of forty-one identical strains of 
streptococci isolated by anaérobic tissue cultures 
from twenty-four resected ulcers of the stomach 
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(five of which were carcinomata), two ulcers from 
ulcerative colitis, two ulcers from carcinomata of 
the rectum, eight ulcers from carcinomata of the 
cervix uteri, and three ulcers from carcinomata of 
the breast. The strains proved identical morpho 
logically and culturally with the streptococcus 
lacticus which may be consistently isolated from 
cows’ milk. This fact suggests a correlation between 
gastric and duodenal ulcer, ulcerative colitis, in 
fectious granuloma and polyposis of the intestine, 
chronic cervicitis, Hodgkin’s disease, and carcinoma. 
The factor of chief importance in the correlation is 
microbic dissociation. 

The specific agglutinins of the organism were 
found in the blood in all cases of gastric ulcer tested 
whereas in cases of other types of streptococcus in 
fection agglutination failed to occur or occurred onl\ 
in low titer. 

The diplococcus isolated by Bargen from ulcera 
tive colitis is identical. The same streptococcus 
was isolated from three carcinomata of the breast. 
In three cases of inoperable carcinoma of the breas 
a vaccine and filtrate of the organism made fo: 
skin sensitivity tests produced typical large wheals 
whereas in six cases of breast abscess it caused no 
reaction. NATHAN N. Crown, M.D. 


Wilson, E. B., and Maher, H. C.: Cancer and Tu- 
berculosis. Am. J. Cancer, 1932, xvi, 227. 


The authors review pathological and epidemiolog 
ical factors associating cancer and tuberculosis ani! 
present a detailed mathematical discussion of th 
expected as against the reported incidence. The) 
believe that there is little or no evidence in favor o! 
an antagonism or dissociation between the two dis 
eases and in general only questionable evidence indi 
cating a slight degree of positive association. The) 
therefore conclude that cancer and tuberculosis ma\ 
be regarded as independent conditions although the 
believe there is considerable evidence of an asso 
ciation between cancer of the cesophagus and pu! 
monary tuberculosis. NATHAN N. Croan, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Claus, H.: Personal Observations in 100 Cases of 
Severe Pyzemia Following Angina (Die von uns 
bei der Beobachtung von nunmehr roo Faellen von 
schwerer Pyaemia nach-Angina gewonnenen G-- 
sichtspunkte). Ztschr. f. Hals-, Nasen-, u. Ohr 
heilk., 1931, XXix, 404, 410. 

In severe pyemia following angina vascular 
changes are found. A change in the adventitia or 
the vessel walls, if not a thrombosis, is present. 
There are always severe systemic symptoms. ‘Tic 
face has a cyanotic-icteric color, the pulse is smal, 
soft, and frequent, and the tongue is dry. Tender 
ness along a vessel is important, but is of less 
significance in the acute stage and when the glai«!s 
are palpably enlarged. The diagnosis is based 
chiefly on the general symptoms, the condition of 























the tongue, and the pulse. Chills may be absent. 
Fever may be intermittent as well as continuous. 
Negative lung findings do not exclude small central 
foci. However, lung abscesses do not contra-indicate 
operation. When the tonsils are still involved the 
blood picture is of aid in differentiating particularly 
monocytic angina, agranulocytosis, and acute leu- 
kemia. The principal other conditions to be ruled 
out are pneumonia, erysipelas, pyelonephritis, and 
malaria. 

Early operative treatment—exposure of the large 
efferent vein as far as the clavicle—is necessary. 
The vein should be examined as far as the peripheral 
portion of the angular vein above the junction of the 
facial vein, and the ligation should be done as high 
and as low as possible. 

Occasionally infections and erosions of the arteries 
occur. 

The advisability of tonsillectomy is dependent 
upon the general condition and the extent to 
which the tonsillar bed may be exposed from the 
outside. 

With regard to the pathogenesis, the author states 
that in his opinion the condition is a phlegmonous 
inflammation. This theory is supported by the 
histological findings of Burckhardt and Joel, Chris- 
teller, and Anders. The author has seen no case 
proving Fraenkel’s theory that the infection extends 
only along the veins. 

Improvement depends upon the operative tech- 
nique—aération and drainage of the tissues. The 
prognosis should be guarded. Lupwic Jarre (H). 
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Foulger, M., Glazer, A. M., and Foshay, L.: Tula- 
remia. J. Am. M. Ass., 1932, xcviii, 951. 

The authors add another case of tularemia with 
autopsy findings to the eight they have found in the 
literature. Four days before the beginning of the 
illness in their case the patient had dressed some 
rabbits, but the primary papulopustule on the left 
index finger with its consequent regional lymphade- 
nopathy and subacute ulcer of the finger was pre- 
ceded by no noticeable abrasion or injury. The 
clinica] manifestations of the infection included fever, 
chills, and symptoms indicating pulmonary and 
gastro-intestinal involvement. Death occurred twen- 
ty-two days after the onset of the illness. An inter- 
esting feature was the inoculation of two other 
fingers apparently from the original lesion on the 
index finger. 

Autopsy disclosed, in addition to the multiple 
abscesses of the lungs, liver, spleen, and lymph 
nodes which are found in most cases, tularamic 
lesions of the peritoneum. ‘The serosal surfaces of 
the gastro-intestinal tract presented a dull granular 
appearance due to a generalized diffuse reaction of 
monocytes beneath a layer of fibrinous exudate and 
showed also focal areas of necrosis identical with 
early lesions in other organs. 

The bacterium tularense was demonstrated in the 
lungs by a new method of staining, the essential 
feature of which is the use of an aqueous solution of 
nile blue sulphate. The bacteria were found some- 
times in free clumps, but most characteristically 
within phagocytic cells. ©§ Maurice Meyers, M.D. 
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